Addressing healthy lifestyle behaviours amongst young people in out-of-home care by Cox, Rachael
 
 
 
 
 
Addressing healthy lifestyle behaviours amongst young people in out-
of-home care 
 
 
 
 
 
 
by 
Rachael Cox 
B App Sci (Psychology) (Honours) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Submitted in fulfilment of the requirements for the degree of 
 
Doctor of Philosophy  
 
 
 
 
 
 
Deakin University 
 
October, 2015 
 
 
 
 
  
DEAKIN UNIVERSITY 
ACCESS TO THESIS - A
 
 
I certify the following about the thesis entitled ‘Addressing healthy lifestyle 
behaviours amongst young people in out-of-home’ submitted for the degree of 
Doctor of Philosophy. 
This thesis may be made available for consultation, loan and limited copying 
in accordance with the Copyright Act 1968.
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
'I certify that I am the student named below and that the information provided 
in the form is correct' 
 
Full Name:   Rachael Louise Cox  
                                                (Please Print) 
Signed: ......................... ............................................
Date: ...........................................04/10/2015..........................................…….…….. 
 
 
Deakin University CRICOS Provider Code 00113B 
  
 
 
DEAKIN UNIVERSITY 
CANDIDATE DECLARATION 
 
 
I certify the following about the thesis entitled ‘Addressing healthy lifestyle 
behaviours amongst young people in out-of-home’ submitted for the degree of 
Doctor of Philosophy. 
 
a. I am the creator of all or part of the whole work(s) (including content 
and layout) and that where reference is made to the work of others, 
due acknowledgment is given. 
 
b. The work(s) are not in any way a violation or infringement of any 
copyright, trademark, patent, or other rights whatsoever of any 
person. 
 
c. That if the work(s) have been commissioned, sponsored or supported 
by any organisation, I have fulfilled all of the obligations required by 
such contract or agreement. 
 
d. That any material in the thesis which has been accepted for a degree 
or diploma by any university or institution is identified in the text. 
 
e. All research integrity requirements have been complied with. 
 
'I certify that I am the student named below and that the information provided 
in the form is correct' 
 
Full Name:   Rachael Louise Cox  
                                                (Please Print) 
Signed: ......................... ............................................ 
Date: ...........................................04/10/2015..........................................…….…….. 
 
 
Deakin University CRICOS Provider Code 00113B 
 
 
Acknowledgements 
 
There are too many people, who have supported me on this journey to thank 
individually, but you know who you are, and I thank each and every one of 
you. Firstly, I would like to acknowledge and thank the National Health and 
Medical Research Council for funding my PhD scholarship. To my primary 
supervisor, Professor Helen Skouteris, thank you for your endless support. 
Helen, you have inspired and motivated me, and I will always be grateful for 
the opportunities you have given me along the way – I couldn’t have chosen a 
better supervisor. To my associate supervisors, Dr Matthew Fuller-
Tyszkiewicz and Dr Louise Hardy, thank you for your ongoing support and 
for patiently reading draft after draft - I really appreciate your dedication and 
encouragement. To the industry partners, Berry Street, The Salvation Army 
Westcare, Wesley Mission Victoria, and Hurstbridge Farm - without your 
ongoing enthusiasm, support and continuous optimism, this project would 
not have succeeded. A special thanks to Amanda Jones, Stella Omerogullari, 
and Kelly Stanton. To each and every one of my participants, especially the 
young people, my heartfelt thanks for participating in my research. To the co-
authors of the papers included in this thesis, thank you for sharing your 
expertise – your support has been invaluable. To my fellow students and 
colleagues, Briony, Emily, Brittany, Daniela, and everyone else, you are the 
only ones who really understood what it means to do a PhD – thank you for 
always listening, encouraging and supporting me. Also to my wonderful 
girlfriends, thank you for keeping me sane by exercising with me, watching 
reality TV or sharing a meal – you always cheer me up. A special thank you to 
my family, Mum, Dad and Boof, you are always there for me when I need you 
and I appreciate everything that you do for me. Finally, to Ben, I could not 
have done this without you. You have been a constant source of motivation to 
reach my goal and were always there when I needed you – thank you for 
always inspiring me and for your ongoing encouragement.   
  
 
List of Publications1 
 
 
No. Chapter Publication 
 
1 Chapter Three Cox, R., Skouteris, H., McCabe, M., Fuller-Tyszkiewicz, 
M., Jones, A.D., & Hardy, L.L. (2014). Rates of 
overweight and obesity in a sample of Australian 
young people and their carers in out-of-home 
residential care. Australian New Zealand Journal of 
Public Health, 38(6), 591-2. 
2 Chapter Four Cox R, Skouteris H, Hemmingsson E, Fuller-
Tyszkiewicz M, Hardy LL. 2015. Problematic eating 
and food-related behaviours and excessive weight 
gain: Why children in out-of-home care are at risk. 
Australian Social Work, online: 1-10.  
3 Chapter Four Cox, R., Skouteris, H., Fuller-Tyszkiewicz, M., Jones, 
A.D., Gallant, D., Omerogullari, S., Miller, R., Hardy, L.L. 
(2015). Descriptive study of carers’ support, 
encouragement and modelling of healthy ͒OLIH
behaviours in residential out-of-home care. 
Australian New Zealand Journal of Public Health, 
online, 1-5.  
4 Chapter Five Skouteris, H., Fuller-Tyszkiewicz, M., McCabe, M., Cox, 
R., Miller, R., Jones, A.D., . . . Morrison, K. (2013). 
Addressing risk factors of overweight and obesity 
among adolescents in out-of-home care: the Healthy 
Eating and Active Living (HEAL) study. International 
Journal of Adolescence and Youth, 1-13.  
5 Chapter Six Cox, R., Skouteris, H., Fuller-Tyszkiewicz, M., Watson, 
B., Jones, A.D., Omerogullari, S., Stanton, K., Bromfield, 
L., & Hardy, L.L. The Healthy Eating, Active Living 
1 Authorship statements for each publication are included in Appendix A; Journal 
permissions for papers 1, 2, 3, and 4 are presented in Appendix B. 
 
 
                                                     
(HEAL) Study: Outcomes, Lessons Learnt & Future 
Recommendations. Child Abuse Review. Submitted 
August 2015.  
6 Chapter Six Cox, R., Skouteris, H., Fuller-Tyszkiewicz, M., McCabe, 
M., Watson, B., Jones, A.D., Omerogullari, S., Stanton, 
K., Bromfield, L., & Hardy, L.L. “The kids thought it 
was hilarious to watch staff trying to do the 
exercises”: A qualitative exploration of carer 
perceptions of the HEAL program in residential care. 
Child Abuse Review. Submitted August 2015.  
7 Chapter Six Cox, R., Skouteris, H., Fuller-Tyszkiewicz, M., 
Fredrickson, J., Jones, A.D., Omerogullari, S., & Hardy, 
L.L. “We can get a lot out of the kids when we are 
walking side by side. And we get a lot out of it too”: A 
qualitative exploration of HEAL coordinators’ 
perceptions of the HEAL program in residential care. 
Child Abuse Review. Submitted August 2015. 
 
 
Abstract 
 
While the weight status of young people in Australia has been the focus of 
research in recent years, the risk of overweight and obesity for children 
placed in out-of-home care (OOHC) has largely been ignored. Young people 
living in OOHC have higher mental, behavioural, and physical health needs 
than their counterparts in the general community. Although research is 
limited, more recent evidence suggests a growing prevalence of obesity and 
associated health risks for young people in OOHC. Given young people living 
in OOHC are amongst the most vulnerable in our community, being 
overweight or obese further compounds their disadvantage. Conversely, 
healthy eating and active living has been associated with positive physical 
and mental health outcomes in other vulnerable populations. The overall aim 
of this thesis was to develop a program of research that evaluated enablers, 
barriers and pathways for establishing healthy lifestyle behaviours among 
young people living in residential OOHC. The focus of this program of 
research was only on young people living in residential care because the 
psychosocial and health outcomes for young people in this setting are poorer 
compared with young people living in other OOHC arrangements, and in the 
general population. Chapter Two of this thesis outlines the target population, 
and provides a general overview of the OOHC system, as well as typical 
health outcomes for young people living in OOHC. Chapter Three raises the 
issue of overweight and obesity being a neglected area of health focus 
amongst this population, and presents a brief review of current evidence 
pertaining to the prevalence of overweight/obesity amongst young people in 
OOHC. Chapter Three also presents baseline data outlining the prevalence of 
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overweight/obesity amongst young people in residential OOHC in Victoria, 
Australia; nearly a third of young people were classified overweight (28.2%), 
and one-third were obese (34.6%). After establishing the need for 
intervention, the next phase of research involved identifying factors that may 
be either contributing to, or maintaining unhealthy weight in this population. 
Chapter Four presents a series of studies, which examined behavioural and 
environmental causes, and determinants of healthy lifestyle behaviours in 
the target population. For young people, the focus was on identifying 
whether problematic eating and food-related behaviours (i.e., emotional 
eating, compulsive eating, overeating, binge eating, stealing or hoarding 
food) may be contributing to increased weight status. For carers, this stage of 
research focused on exploring current professional development and 
available resources to support provision of healthy foods and/or 
opportunities for physical activity. The findings revealed high rates of 
problematic eating and food-related behaviours amongst the young people, 
and poor health literacy amongst their carers. Subsequently, in order to 
improve the healthy lifestyle behaviours of young people in residential care, 
Chapter Five outlines a proposed intervention, the Healthy Eating, Active 
Living (HEAL) study. The HEAL study is the first program nationally and 
internationally to evaluate a healthy lifestyle intervention in an OOHC 
setting. Chapter Six presents a series of three studies which evaluate the 
efficacy of the HEAL program in addressing healthy lifestyle behaviours of 
this vulnerable population (namely healthy eating and physical activity). The 
evaluation of HEAL was based on mixed methods, where carers and young 
people completed questionnaires and participated in semi-structured 
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interviews. Qualitative data indicated the HEAL program was perceived as an 
important adjunct to current care and overall was highly valued. Importantly, 
the interviews highlighted the barriers and enablers of program 
implementation in the child welfare sector. The findings presented in this 
thesis, and discussed in Chapter Seven, indicate it is necessary to address the 
eating and physical activity habits of young people in residential OOHC, and 
there is an urgent need for programs such as HEAL in this setting. HEAL was 
implemented in real world conditions and findings from the evaluation 
identified areas which pose the greatest challenge to program 
implementation. Moving forward, these findings need to be part of a quality 
improvement process to inform future HEAL programs. 
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CHAPTER ONE 
 
Introduction 
 
 
Overweight and obesity has been identified as an important public 
health concern, nationally and globally (Australian Institute of Health and 
Welfare [AIHW], 2014). Current estimates indicate that childhood 
overweight is a serious problem in Australia, with one-quarter of children 
and young people aged 5-14 years considered to be overweight (19.0%) or 
obese (7.0%) (AIHW, 2014). Being overweight or obese puts children at 
increased risk of poor physical health; some of the short-term implications of 
being overweight or obese at this age include: reduced exercise tolerance, 
sleep apnoea, non-alcoholic fatty liver disease, orthopaedic and 
gastrointestinal problems, as well as, early markers for hypertension and 
type 2 diabetes (AIHW, 2014; National Health and Medical Research Council 
[NHMRC], 2013). Long-term implications include: increased risk of 
persistent obesity, chronic diseases (i.e. cardiovascular disease, certain 
cancers, diabetes, arthritis, depression) and early mortality (AIHW, 2014; 
NHMRC, 2013). Being overweight or obese can also compromise a child’s 
psychological wellbeing; some of the more immediate consequences include: 
social discrimination, bullying, and teasing. These experiences place children 
at higher risk of developing negative body image issues, and has been 
associated with poor peer relationships and school experiences, lower self-
esteem and depression (AIHW, 2014; NHMRC, 2013).  
 
The costs of overweight and obesity place a significant burden on the 
Australian health care system (NHMRC, 2013). Although there is limited data 
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in relation to the costs of childhood obesity, a recent study by Au (2012) 
found that over a five year period (4-5 to 8-9 years) being overweight or 
obese was associated with significantly higher pharmaceutical and medical 
care costs, compared with normal weight children; estimates suggest the 
combined 5-year Medicare bill was AUD$9.8 million higher for overweight 
children. The associated health problems in adults, also represents a 
significant economic burden; in 2008-9 estimations of total direct, indirect 
and social costs of obesity were $37.7 billion (Medibank, 2010). It is clear 
that obesity presents an enormous health, social and financial concern, and it 
is not surprising that Australian Health Ministers have identified obesity as a 
‘National Health Priority Area’ (NHMRC, 2012).   
 
Despite a national focus on addressing the issue of overweight and 
obesity at a population level, there is little evidence of the prevalence of 
overweight and obesity of young people placed in out-of-home care2 (OOHC). 
This is surprising given there is mounting evidence which suggests 
individuals who have traumatic childhood experiences, including abuse 
and/or neglect, may be at increased risk of ‘unhealthy’ weight gain 
(Hemmingsson, Johansson, & Reynisdottir, 2014). Addressing the issue of 
overweight and obesity is especially important for young people in OOHC 
because: (1) young people living in OOHC experience poorer health outcomes 
than young people in the general population, especially in regards to mental 
2 OOHC provides alternative housing for young people who are unable to live with their 
parents or families (typically due to abuse and/or neglect) and involves placement with an 
alternative caregiver(s) on a short- or long-term basis (Australian Institute of Health and 
Welfare, 2015). 
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health; and (2) young people in OOHC are a highly vulnerable group, 
therefore being overweight or obese further compounds their disadvantage.  
Thesis Aim 
The overall aim of this thesis was to evaluate enablers, barriers and 
pathways for establishing healthy lifestyle behaviours among young people 
living in residential OOHC. 
 
Overview of the thesis 
The research presented in this thesis was informed by an Intervention 
Mapping (IM) framework (Bartholomew, Parcel, Kok, Gottlieb, & Fernandez, 
2010). IM is a tool that informs the planning, and development of health 
promotion interventions (Bartholomew et al., 2010). It maps the path from 
recognition of a need or problem to the identification of a solution. Hence, 
the research problem was divided into four stages as described in Figure 1.1. 
The rationale for the design of each stage is presented below.  
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 Figure 1.1. Outline of the research conducted in this thesis. 
 
Needs Assessment. Major theories of intervention design emphasise 
the importance of establishing the need for an intervention prior to 
intervention development, implementation and evaluation (Bartholomew et 
al., 2010; Glanz, Rimer, & Viswanath, 2008). This approach not only helps 
build a rationale for intervention development, but also gives program 
developers a deeper understanding of the target population (Bartholomew et 
al., 2010; Glanz et al., 2008). From a research perspective, a needs 
Stage 1. Needs Assessment
Identify the target group: Chapter Two 
Establish the need for the intervention: Chapter Three
Stage 2. Identify potential predictors of that need
Identify factors that might be contributing to unhealthy lifestyles in the 
target population: Chapter Four
Stage 3. Intervention Design
Review current interventions to address this issue in target population: 
Chapter Five
Design of the proposed intervention: Chapter Five
Stage 4. Intervention implementation and Evaluation
Evaluation of the intervention in a randomised trial design: Chapter Six
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assessment can take the form of a literature review of current evidence, 
original research, or a combination of both (Bartholomew et al., 2010; Glanz 
et al., 2008). The first stage of research presented in this thesis used a 
combined approach and included the following steps: (1) identifying the 
target population (Chapter Two); (2) reviewing current evidence pertaining 
to the prevalence of overweight/obesity amongst young people in OOHC 
(Chapter Three, 3.1); and (3) examining the rates of overweight/obesity in a 
sample of young people living in residential OOHC and their carers3 (Chapter 
Three, 3.2).  
 
Identify potential predictors of that need. After establishing the 
need for intervention, the next phase of intervention design was to: (1) 
identify change objectives for the target population; and (2) identify 
behavioural and environmental determinants of these objectives 
(Bartholomew et al., 2010; Glanz et al., 2008).  Hence, the second stage of 
research presented in this thesis focused on identification of possible 
determinants of overweight/obesity in the target population. This phase of 
research included the following: (1) a narrative review of eating and food-
related difficulties for children in care and their possible association with 
unhealthy and excessive weight gain4 (Chapter Four, 4.1); (2) an empirical 
study examining the rates of problematic eating and food-related behaviours 
in the target population (Chapter Four, 4.2); (3) a descriptive study 
examining carer knowledge, encouragement, support and modelling of 
3 This study was published in the Australian and New Zealand Journal of Public Health in 
2014.  
4 This paper was published in Australian Social Work in 2015. 
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healthy lifestyle behaviours and the availability of health resources in OOHC5 
(Chapter Four, 4.3); and (4) a qualitative study investigating current policies 
and/or practices that support a healthy lifestyle for the young people living 
in residential care (Chapter Four, 4.4).  
 
Intervention design. Developing appropriate program strategies and 
materials is an important step in intervention design (Batholomew et al., 
2010). This stage of research involved two steps: (1) reviewing current 
interventions to address this issue in the target population (Chapter Five, 
5.1); and (2) outlining the scope and sequence of the planned intervention, as 
well as developing materials and program protocols (Chapter Five, 5.2). 
Chapter Five (5.3) outlines the proposed intervention, the Healthy Eating, 
Active Living (HEAL) study6. Following the second step, program materials 
were presented to direct-care staff, using a focus group design, to determine 
the feasibility and acceptability of the proposed intervention (Chapter Five, 
5.4).  
 
Intervention implementation and evaluation. The final phase of 
research presented in this thesis was the implementation and evaluation of 
the Healthy Eating, Active Living (HEAL) program. An essential step in 
intervention design is testing the intervention to determine the extent to 
which the intervention leads to changes in participants’ behaviours. 
Evaluation of HEAL used a mixed methods approach, and the results of three 
5 This study was published in the Australian and New Zealand Journal of Public Health in 
2015.  
6 This paper was published in the International Journal of Adolescence and Youth in 2013.  
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studies7 evaluating the efficacy of the intervention are presented in Chapter 
Six (6.1, 6.2, 6.3). Comparative qualitative data is presented in Chapter Six 
(6.4). Intervention Mapping is an iterative process, whereby program 
planners can move back and forth between steps (Batholomew et al, 2010), 
therefore, Chapter Seven presents a general discussion of the studies 
presented in this thesis, and includes recommendations to inform future 
interventions and research in this setting. 
  
7 The HEAL evaluation was submitted as a series of three papers to Child Abuse Review in 
August 2015.  
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CHAPTER TWO 
 
Identifying the target population  
 
Brief overview of child protection in Australia 
 
Child protection involves helping children and young people (<18 
years) who have been, or are at risk of abuse or neglect, or whose parents are 
unable to provide their child with adequate care or protection (Australian 
Institute of Health and Welfare [AIHW], 2015).  In Australia, each state and 
territory government holds the statutory responsibility of ensuring that 
young people are protected from child abuse and neglect (AIHW, 2015). In 
Victoria, the state in which this research was conducted, child protection 
responsibility is exercised by the Department of Health and Human Services 
(formerly the Department of Human Services). Their role is to investigate, 
process and oversee the management of child protection cases (AIHW, 
2015). Although there are similarities, child protection policies and practices 
vary across the different jurisdictions within Australia (AIHW, 2015). Despite 
these differences, there is a national focus on early intervention and 
prevention strategies; the aim of these strategies is to reduce the number of 
families entering or re-entering the child protection system (AIHW, 2015). 
Financially, the cost of child protection and out-of-home care [OOHC] 
services is high; our most current data (2013-14) showed our national 
expenditure was approximately $3.3 billion a year (AIHW, 2015).   
 
How children enter the child protection system in Australia 
 
 
Each Australian state and territory has a mandatory requirement that 
instances of harm due to abuse or neglect are reported to the relevant 
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government department. When a report of abuse or neglect has been made, 
child protection intake services screen the report to establish whether 
further action is necessary; reports that require action are deemed ‘child 
protection notifications’ (AIHW, 2015). Child protection notifications are 
assessed and result in one of three outcomes: (1) an investigation; (2) a 
referral to support services; or (3) it is decided that no further protective 
response is necessary (AIHW, 2015). In the case of an investigation, further 
enquiries are made to decide whether the notification is ‘substantiated’ or 
not (AIHW, 2015). In 2013-14, nationwide, 143,023 children received child 
protection services, with 99,210 of these cases resulting in an investigation, 
and 40,844 cases made subject to substantiation (AIHW, 2015). In the event 
that the risk of harm to a child is too great to allow the child to remain living 
with their primary caregiver(s), further intervention is required and the 
child may be: (1) placed on a care and protection order (from the Children's 
Court); (2) placed in out-of-home care (OOHC); or (3) referred to an 
intensive family support service (AIHW, 2015). Nationally, emotional abuse 
and neglect are the most common type of substantiated abuse; identified 
rates were 40% and 28%, respectively (AIHW, 2015). 
 
Child protection and out-of-home care (OOHC) in Australia 
 
Typically, young people are moved into non-parental care as a result 
of physical, sexual or emotional abuse, neglect or domestic violence 
(Department of Families, Housing, Community Services and Indigenous 
Affairs, 2011). Other circumstances which may lead to a young person being 
moved into a more protective environment include parental substance 
abuse, parental mental health or physical illness, incarceration of a parent, 
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the death of one or both parents or a child’s disability or poor health (AIHW, 
2015). OOHC provides alternative housing for young people who are unable 
to live with their parents or families and involves placement with an 
alternative caregiver(s) on a short- or long-term basis (AIHW, 2015). In 
2013-14, there were around 51,539 Australian children (aged 0-17 years) 
living in OOHC (AIHW, 2015). This equates to a rate of 9.8 children per 1,000 
(AIHW, 2015). Over the past 4 years, the rates of young people living in 
OOHC have increased dramatically – there was a 20% increase in the number 
of young people entering OOHC between June 2010-June 2014 (AIHW, 2015). 
It is important to note that these increases are the result of more young 
people entering care, as well as lengthier stays; our most recent national 
statistics indicate that 82% of young people had been continuously in care 
for >1 year, 28% have been in OOHC between 2-5 years and 41% have held a 
placement for 5+ years (AIHW, 2015). Tilbury and Thoburn (2008) suggest 
young people are staying longer as a result of either: (1) the complexity of 
their needs; or (2) because efforts to reunify them with their family are 
inadequate or unsuccessful. Compared to international data, Australian rates 
of entry into OOHC are considered to be mid-range, with the rates of young 
people in care in countries such as France, Denmark and Canada almost 
double that of Australia (Tilbury & Thoburn, 2008).  
 
Nationally, Aboriginal and Torres Strait Islander children are over-
represented in Australian OOHC services (AIHW, 2015). The most current 
statistics indicate that Aboriginal and Torres Strait Islander children are nine 
times more likely to receive OOHC services than non-Indigenous children; 
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this equates to a rate of 51.4 per 1,000 (AIHW, 2015). A range of historical, 
social, community, familial and individual factors have been offered to 
explain this increased likelihood of abuse or neglect and subsequent over-
representation of Indigenous children in the OOHC system. This includes the 
legacy of past policies (i.e., forced removal of Indigenous children from their 
families), intergenerational effects of the stolen generation, and cultural 
differences in child-rearing practices (Berlyn, Bromfield, & Lamont, 2011; 
The Human Rights and Equal Opportunities Commission, 1997). 
 
The principal forms of OOHC in Australia  
 
 
Although care arrangements differ slightly across each Australian 
state and territory, generally speaking, there are five different placement 
types8: (1) foster care; (2) relative or kinship care; (3) family group homes; 
(4) residential care; and (5) independent living (Department of Families, 
Housing, Community Services and Indigenous Affairs, 2011). Young people 
living in OOHC predominantly reside in home-based care; 41% live in foster 
care (where the child is placed in a private home with a substitute family), 
49% in relative/kinship care (where the child is placed with another family 
member or someone with a pre-existing relationship with the child), and 4% 
in other types of home-based care (AIHW, 2015). Nationally, around 1 in 20 
children live in residential OOHC (where the child is placed in a residential 
building and cared for by paid staff) (AIHW, 2015).  In the state of Victoria, 
Australia, the majority of OOHC is provided and managed by different 
8 Throughout the literature, it is not uncommon for the term OOHC to be used to describe all 
forms of care or to refer to a single form (Osborn, 2006).  Within this thesis, OOHC will be 
used to refer to residential care unless otherwise specified.   
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community service organisations (CSOs) ((former) Department of Human 
Services, 2012). OOHC services aim to: (1) provide young people with a safe 
environment that helps them recover from adverse experiences; (2) promote 
opportunities for a young person to improve their developmental outcomes; 
and (3) assist a young person to overcome any issue(s) that lead to their 
placement in OOHC (Department of Families, Housing, Community Services 
and Indigenous Affairs, 2011).  
 
 
Overview of the residential OOHC care model 
 
 
Current estimates indicate there are around 500 young people in 
residential care in the state of Victoria, Australia (Victorian Auditor General, 
2014). The residential care model is one where paid staff provide 24-hour 
care for up to four young people in a residential unit or house (Victorian 
Auditor General, 2014). Community Service Organisations (CSOs) receive 
funding from the Department of Health and Human Services to provide 
residential care placements and it is the most expensive placement option; 
the annual cost of residential care services is estimated to be $100 million+ 
(Victorian Auditor General, 2014). Young people placed in residential OOHC 
are considered to be the most vulnerable in our community and often 
present with complex needs including “self-harm, substance abuse, overtly 
sexual behaviour, aggression or violence, emotional disturbance, learning 
disabilities or disorders, and difficulty forming attachments. They may be 
depressed, anxious, angry, and/or unable to self-regulate their behaviour” 
(Victorian Auditor General, 2014, p.2). Young people in residential care also 
generate a high number of critical incidents (Victorian Auditor General, 
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2014). It is important to highlight that residential care is considered a ‘last 
resort’ and it is likely that young people entering this model of care have 
experienced multiple placement breakdowns previously (i.e., placement in 
an alternative home-based placement such as foster or kinship care broke 
down or was only available temporarily) (Victorian Auditor General, 2014).  
 
A recent audit by the Victorian Auditor General (2014) examined 
residential care services and found a number of shortcomings including: the 
system is operating over capacity (and has been since 2008), performance 
monitoring is inadequate (i.e., CSOs are not required to report outcomes for 
young people in residential care), staff capabilities need to be strengthened 
(i.e., no formal qualifications are necessary and there is a heavy reliance on 
casual staff), and children’s needs are not always being met (i.e., young 
people in residential care have poorer outcomes than those in alternative 
OOHC placements). Given that psychosocial and health outcomes for young 
people in this setting are poorer compared with young people in alternative 
care arrangements, the focus of this thesis will be on children and young 
people living in residential OOHC. 
 
Outcomes for young people living in OOHC 
 
 
Young people living in OOHC are identified as a high-risk group, with 
increased developmental needs. Disruptions to a child’s development (such 
as those experienced by children who have been subject to abuse and/or 
neglect) can have a significant long-term impact (Department of Families, 
Housing, Community Services and Indigenous Affairs, 2010). Not 
surprisingly, much has been done to advance young people’s outcomes in 
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OOHC; this includes Australia’s endorsement of The United Nations 
‘Convention on the Rights of the Child’, and the more recent development of 
the National Standards for OOHC (Department of Families, Housing, 
Community Services and Indigenous Affairs, 2011). These standards were 
designed to improve outcomes and experiences for young people living in 
OOHC, and focus on the following key areas: (1) health; (2) education; (3) 
care planning; (4) connection to family; (5) culture and community; (6) 
transition from care; (7) training and support for carers; (8) belonging and 
identity; and (9) safety, stability and security (Department of Families, 
Housing, Community Services and Indigenous Affairs, 2011). In the state of 
Victoria, Looking After Children (LAC) is also used as a best practice 
framework to ensure children’s needs are met during their time in care 
(Champion & Burke, 2006).  
 
Although steps have been taken towards creating a nurturing 
environment that promotes healthy growth and development, existing data 
indicates that young people placed in OOHC have poorer life and health 
outcomes than their same-aged peers in the general community (Department 
of Families, Housing, Community Services and Indigenous Affairs, 2010). 
Perhaps most apparent is the disadvantage young people in OOHC 
experience in relation to attainment of educational objectives (Department of 
Families, Housing, Community Services and Indigenous Affairs, 2010). Whilst 
Australian research is limited, research by the CREATE Foundation in 2006 
identified a number of common educational deficits experienced, including: 
lower scores on standard tests, higher rates of disciplinary action, 
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absenteeism, truancy and dropout rates, and greater incidence of having to 
repeat a grade. Wise and Egger (2007) also examined how young people in 
care progress in relation to educational outcomes using their LAC 
Assessment and Action Records; only 46.6% of young people aged 0-17 years 
(n= 614) met more than half of the education objectives. Interestingly, there 
were differences across placement type, with young people residing in home-
based care being 2.2 times more likely to meet educational objectives when 
compared to those residing in residential care.  
 
A more recent report by the Victorian Auditor General (2014) 
indicated that the majority of young people in residential care do not 
regularly attend school, and confirmed that educational outcomes are poorer 
for those in residential care, compared to other OOHC placements. Research 
with Indigenous children further supports these findings, revealing that 64% 
(n=36) of school-aged children experienced educational difficulties (Raman, 
Reynolds, & Khan, 2011; Sawyer, Carbone, Searle, & Robinson, 2007). Despite 
the small number of Australian studies, these findings are comparable to 
international research (Driscoll, 2011; Jackson & Cameron, 2012; Stoddart, 
2012; Wigley, Preston-Shoot, McMurray, & Connolly, 2012).  
 
In addition to poorer educational outcomes, it has been widely 
reported that young people living in OOHC often have a high level of health 
needs (Nathanson, Lee, & Tzioumi, 2009). Particular health challenges that 
these young people face include, developmental delays, disability, learning 
difficulties, poor dental health, lower levels of immunisations, higher levels of 
general health problems (including illnesses and accidents), mental health 
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issues, behavioural disorders, and risky health behaviours (including higher 
rates of teenage pregnancy and self-harm) (Crawford, 2006; CREATE, 2006; 
Department of Families, Housing, Community Services and Indigenous 
Affairs, 2010; Nathanson & Tzioumi, 2007; Sawyer et al., 2007; Victorian 
Auditor General, 2014; Wise & Egger, 2007). In particular, the evidence 
indicates that mental health issues are a significant issue for young people in 
care (Victorian Auditor General, 2014). It is important to highlight that while 
their rate of health is poorer than the average child population, it is similar to 
young people living in OOHC overseas (Nathanson & Tzioumi, 2007).  
 
Unfortunately, many young people continue to experience a cluster of 
problems even after they have moved into independent living (Stein, 2006; 
Vinnerljung & Sallnäs, 2008). A review of the literature showed that when 
compared to young people who have never been placed in OOHC, young 
people exiting care are more likely to: (1) obtain poorer educational 
qualifications; (2) be homeless; (3) experience higher levels of 
unemployment and criminal behaviour; (4) have children at a young age; and 
(5) depend on government benefits (Stein, 2006; Vinnerljung & Sallnäs, 
2008). Young people living in residential OOHC are particularly vulnerable, 
and are at greater risk of developing ongoing institutionalised behaviours 
and mental health problems, as well as experiencing substance abuse, 
homelessness and involvement with͒the youth justice system (Commission 
for Children and Young People, 2015). 
 
As described above, young people living in OOHC experience poorer 
educational and health outcomes than young people in the general 
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population, especially in regards to mental health. However, one health 
outcome that appears to have been ignored is the prevalence of overweight 
and obesity of young people placed in OOHC. In order to address this 
knowledge gap, Chapter Three reviews research investigating the prevalence 
of overweight/obesity amongst young people in OOHC and presents data on 
the rates of overweight/obesity in a sample of young people living in 
residential OOHC and their carers9. Chapter Three also presents qualitative 
data to help us better understand the residential care environment.  
9 This study was published in the Australian and New Zealand Journal of Public Health in 
2014.  
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CHAPTER THREE 
Establishing the need for the intervention  
 
Chapter Two outlined the target population group. Following this, the next 
step in intervention design, using an Intervention Mapping approach, is to 
assess the health problem of interest and determine whether it is a 
significant issue for the identified population. Hence, the first part of this 
chapter presents a literature review of studies examining the prevalence of 
overweight/obesity amongst children and young people in out-of-home care 
(OOHC). This review indicated that there is a need for further investigation of 
overweight and obesity prevalence in young people living in out-of-home 
care (OOHC), particularly in Australia and across placement types, i.e., 
residential care. To address this need, part two of this chapter presents a 
study that examined the rates of overweight/obesity in young people living 
in residential OOHC and their carers. This paper was accepted for publication 
in the Australian and New Zealand Journal of Public Health in 2014.  
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3.1 Literature Review 
 
Overweight and obesity in children and young people living in out-of-
home care 
 
Although the weight status of Australian children and young people 
has been the focus of research in recent years, the risk of overweight and 
obesity for children placed in out-of-home care (OOHC) has yet to be studied 
systematically (Skouteris et al., 2011). This is surprising given childhood 
obesity is a major public health concern both nationally and globally and the 
importance of early intervention is well established (Lobstein, Baur, & Uauy, 
2004; Withrow & Alter, 2011). Although limited, research is emerging which 
suggests that children living in OOHC may also be at increased risk for 
overweight and obesity.  
 
A recent review by Skouteris et al. (2011) examined the literature on 
nutrition and weight-related issues for children in OOHC over the last 
decade. This review found that internationally, the rates of 
overweight/obesity increase significantly whilst children and young people 
are in care (Skouteris et al., 2011). Research on Australian prevalence rates 
of overweight/obesity in this population is limited, however, given Australia 
is a world leader in obesity prevalence it is likely that these trends are 
comparable here (Skouteris et al., 2011). This evidence gap among an 
already vulnerable group is concerning, given the short- and long-term risk 
of co-morbidities, and the psychological/social problems associated with 
being overweight/obese (de la Eva, Baur, Donaghue, & Waters, 2002; Garnett 
et al., 2005; Gatineau & Dent, 2011; Lobstein et al., 2004). Evidently, 
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developing effective intervention programs designed to prevent excessive 
weight gain may be an important step in influencing positive outcomes for 
young people living in OOHC.  
 
To this end, the aims of the current paper were twofold: (1) to extend 
the review by Skouteris et al. (2011) in order to continue adding to the body 
of evidence examining the prevalence of overweight/obesity amongst 
children and young people in OOHC; and (2) to identify limitations of current 
research investigating overweight and obesity in children and young people 
in OOHC.  
Method 
A literature search was undertaken to identify any new evidence 
pertaining to the prevalence of overweight/obesity amongst children and 
young people in OOHC. Studies were identified through electronic literature 
searching, using the following databases: Academic Search Complete, 
CINAHL Complete, Global Health, Health Policy Reference Centre, Health 
Source- Consumer Edition, Medline Complete, Social Work Abstracts, 
PsycINFO, Psychology and Behavioral Sciences Collection, and 
PsycARTICLES. The search was conducted in December 2012, and was 
limited to English, peer-reviewed papers published between 2000 and 2012, 
and to children aged 2-17 years. The search strategy is outlined in Box 1 
(below). The initial search yielded 165 results, which were screened by 
author (RC) for possible inclusion; studies that were designed for children 
with special needs (such as cerebral palsy or autism), and those aimed 
exclusively at infants (2 years and younger), or children not residing in 
  26 
 
OOHC, were excluded. A lateral search of all papers’ reference lists was also 
completed. This resulted in 17 articles, all of which were read in their 
entirety. A further 6 articles were rejected because 2 were prior reviews, 3 
did not include children residing in OOHC, and 1 was an editorial piece; 
leaving 11 articles that were relevant for the current review.   
 
Box 1. Search terms used in database searches  
 
 
Results and Discussion 
Details of the included studies, their design, methodology, measures, 
and main outcome findings are summarised in Table 3.1. Six of the included 
studies (Hadfield & Preece, 2008; Nathanson & Tzioumi, 2007; Osborn, 2006; 
Schneider et al., 2009; Steele & Buchi, 2008; Tarren-Sweeney, 2006) have 
been previously reviewed. An additional five studies that had not been 
previously reviewed were also identified (Croft, 2011; Kim, Ham, Lee, & Lee, 
2009; Schneiderman, Leslie, Arnold-Clark, McDaniel, & Xie, 2011; 
Schneidermann, Arnold-Clark, Smith, Duan, & Fuentes, 2012a; Schneiderman, 
Mennen, Negriff, & Trickett, 2012b). Each of the included studies were cross-
sectional, and all but three were conducted internationally, five in the US 
(Schneider et al., 2009; Schneiderman et al., 2011; Schneidermann et al., 
2012a; Schneiderman, et al., 2012b; Steele et al., 2008), one in Korea (Kim, 
Ham, Lee, & Lee, 2009) and two in England (Croft, 2011; Hadfield & Preece, 
2008).   
"residential care" OR "foster care" OR "child welfare" OR foster 
AND youth OR adolescen* OR teen* OR young?adult* OR child* 
AND weight OR BMI OR "body mass index" OR overweight OR obes* 
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Table 3.1.  
 
Summary of the cross-sectional studies that measured overweight or obesity in OOHC 
 
Authors (year) 
& country of 
study 
 
Study aim(s) Sample Design Method used to 
measure BMI 
BMI Criteria 
Used 
Main findings 
Croft et al. 
(2011) 
 
England 
 
 
The aim of this 
study was to 
identify the 
prevalence of 
obesity in a sample 
of looked after 
children (LAC) in 
England. 
232 children aged 
2.1-17.9 years; 
135 males.  
 
Note: Type of 
OOHC was not 
specified. 
Retrospective, 
cross-sectional.  
Information on 
the child’s height 
weight was 
obtained from 
their last 
statutory health 
assessment.  
 
International 
Obesity Taskforce 
(IOTF) Reference 
Curves. 
26% of children were 
classified as overweight 
(17.3%) or obese (8.7%).  
 
Although statistical 
significance was not 
reported, higher 
prevalence of overweight 
and obesity was reported 
for girls across all age 
groups.  
 
Hadfield at al. 
(2008) 
 
England 
 
The aim of this 
paper was to 
determine the onset 
of obesity in a 
sample of looked 
after children in 
England by 
examining the 
relationship 
between weight 
status and entry 
into care, period in 
care and frequency 
of changes of care 
amongst LAC. 
106 children aged 
5 years; 52% were 
male.  
 
Note: Type of 
OOHC was not 
specified. 
Retrospective, 
cross sectional. 
Children's height 
and weight 
measurements 
were obtained 
from their 
previous 
community child 
health records 
and LAC health 
assessments.  
 
  
International 
Obesity Taskforce 
(IOTF) Reference 
Curves. 
8.1% of children were 
classified overweight or 
obese pre-care. This 
number increased to 
35.9% for children who 
had been in care >3 years. 
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Authors (year) 
& country of 
study 
 
Study aim(s) Sample Design Method used to 
measure BMI 
BMI Criteria 
Used 
Main findings 
Kim et al. 
(2009) 
 
Korea 
The aim of this 
study was to 
compare the health 
status of preschool 
aged children living 
with their parents 
to those living 
under guardianship. 
237 parents of 
preschool aged 
children aged 3-6 
years (85 children 
were under 
guardianship); 
44.3% were male. 
 
Specific 
guardianship was 
not specified. 
Sample included 
children either in 
kinship or foster 
care.   
 
Descriptive, 
cross sectional.  
 
Caregiver self-
report. 
Ideal body weight 
(IBW) was used 
instead of BMI. 
No statistically significant 
difference in prevalence 
of overweight/obesity 
was found between 
children living with their 
parents (23.9% of boys 
and 29.3% of girls were 
overweight/obese) and 
those living under 
guardianship (23.2% of 
boys and 32.5% of girls 
were overweight/obese), 
p>.05.  
Nathanson et al. 
(2007) 
 
Australia 
 
The aim of this 
paper was to 
examine the 
prevalence of health 
problems of 
children in living in 
out-of-home care 
and compare these 
to children in the 
general child 
population and 
children living in 
care overseas. 
 
Note: Type of OOHC 
was not specified.  
122 children aged 
1-10+ years; 58% 
were male.  
 
Note: Type of 
OOHC was not 
specified. 
Descriptive, 
cross sectional.  
Children's height 
and weight 
measurements 
were obtained 
from their 
previous health 
assessment at the 
Child Protection 
Unit of Sydney’s 
Children’s 
Hospital.  Height 
and weight was 
measured 
objectively.  
Overweight was 
defined as weight 
greater than the 
97th percentile. 
No other 
information was 
provided.  
 
Four children were found 
to be overweight.  
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Authors (year) 
& country of 
study 
 
Study aim(s) Sample Design Method used to 
measure BMI 
BMI Criteria 
Used 
Main findings 
Osborn (2006) 
 
Australia 
 
 
The aim of this 
paper was to 
provide a detailed 
analysis of the 
social and family 
background, 
psychosocial profile, 
service history and 
placement 
experiences of 
young people living 
in OOHC. 
 
120 caseworkers 
and 364 young 
people aged 4-17 
years; 58.2% were 
male.  
 
Note: Type of 
OOHC was not 
specified. 
Descriptive, 
cross sectional.  
Height and weight 
were obtained via 
carer self-report.  
No definition of 
obesity was given. 
59.1% of the sample was 
identified as being normal 
weight, 20.3% was 
considered underweight 
and 18.9% was 
considered slightly-very 
overweight.  
Schneider et al. 
(2009) 
 
USA 
 
This aim of this 
paper was to 
examine the odds of 
mental and physical 
health problems, 
low educational 
attainment, and 
economic adversity 
for women, aged 
18+ years, with or 
without a history of 
out-of-home 
placement. 
368 women with a 
history of out-of-
home placement 
and 9,240 women 
with no history of 
out-of-home 
placement. All 
women were aged 
18+ years.  
 
Note: Type of 
OOHC was not 
specified but 
based on 
definition of 
OOHC, presumed 
to be foster care.  
Descriptive, 
Cross-sectional. 
BMI was 
calculated from 
self-reported 
height and weight.  
The National 
Heart, Lung, and 
Blood Institute's 
Guidelines.  
Women in the OOHC 
placement group were 
significantly more likely 
to be obese (30.2%) than 
those women who had 
not lived in OOHC 
(23.9%).  
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Authors (year) 
& country of 
study 
 
Study aim(s) Sample Design Method used to 
measure BMI 
BMI Criteria 
Used 
Main findings 
Schneiderman 
et al. (2011) 
 
USA 
 
The aim of this 
study was to: (1) 
illustrate health-
related problems 
(i.e., weight, 
medical, and 
developmental) 
across three 
different placement 
types. 
 
 
499 children aged 
birth-6 years; 
49% were male.  
 
58% of children 
resided in 
unrelated foster 
care, 29% resided 
in kin foster care 
and 13% lived 
with their birth 
parents. All 
children who 
remained at home 
with birth parents 
were receiving 
child welfare 
services.  
 
Retrospective, 
cross sectional.  
 
Data was obtained 
from the 
Community Based 
Assessment and 
Treatment Clinic 
(CATC). Medical 
records from the 
child’s first 
examination at 
the clinic were 
reviewed. 
 
 
The Centers for 
Disease Control 
and Prevention 
Gender Specific 
Growth Chart. 
13% of the sample had a 
BMI of >95% (obese) and 
28% had a BMI >85% 
(overweight/obese). No 
significant difference in 
weight status across the 
three different 
placements was found.  
 
Children >2 years were 
1.73 times more likely to 
be overweight/obese 
compared to children <2 
years. Other factors found 
to increase the odds of 
overweight/obesity were 
ethnicity (Hispanic 
children were 2.77 times 
more likely to be 
overweight/obese than 
non-Hispanic children) 
and carer giver’s main 
language spoken at home 
(if the child’s caregiver 
spoke English, the child 
was less likely to be 
overweight/obese 
compared to children 
with non-English-
speaking caregivers).  
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Authors (year) 
& country of 
study 
 
Study aim(s) Sample Design Method used to 
measure BMI 
BMI Criteria 
Used 
Main findings 
Schneiderman 
et al. (2012a) 
 
USA 
The aim of this 
study was to: (1) 
determine the 
prevalence of 
overweight and 
obesity in a 
population of 
children in long-
term foster care; 
and (2) investigate 
whether 
demographic or 
placement settings 
are related to 
higher BMI. 
312 children aged 
2-19 years; 52.6% 
were male.  
 
69 children were 
residing in kinship 
foster care, 203 in 
unrelated foster 
care and 40 
children lived in a 
group home. 
Retrospective, 
cross sectional.  
 
Data was obtained 
from the 
Community Based 
Assessment and 
Treatment Clinic 
(CATC). Medical 
records from the 
child’s first 
examination at 
the clinic were 
reviewed. 
 
 
 
 
The Centers for 
Disease Control 
and Prevention 
Gender Specific 
Growth Chart. 
Overall, 40 % of the 
sample was found to be 
overweight/obese, and 
23% were obese.  
 
Children living in a group 
home had the highest 
prevalence of 
overweight/obesity (60 
%) and obesity (43 %), 
compared to other forms 
of OOHC. Older children 
(aged 12–19 years) were 
also more likely to be 
overweight/obese, 
compared to young 
children (aged 2-5 years).  
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Authors (year) 
& country of 
study 
 
Study aim(s) Sample Design Method used to 
measure BMI 
BMI Criteria 
Used 
Main findings 
Schneiderman 
et al. (2012b) 
 
USA 
The aims of this 
study were to: (1) 
examine the 
prevalence of 
overweight/obesity 
in a sample of 
maltreated youth, 
and compare this to 
a sample of youth in 
the general 
population; and (2) 
determine whether 
specific types of 
maltreatment are 
associated with 
weight gain.  
303 maltreated 
youth (50% were 
male), and 151 
comparison youth 
(60% were male), 
aged 9-12 years.  
 
Type of 
maltreatment 
experienced 
included neglect 
and/or emotional, 
physical, sexual 
abuse. 48% of 
‘maltreated’ youth 
lived in foster care 
or kinship care, 
and the remainder 
lived with a 
biological parent. 
 
 
Retrospective, 
cross-sectional.   
Trained graduate 
student’s 
objectively 
measured height 
and weight.  
 
 
The Centers for 
Disease Control 
and Prevention 
Gender Specific 
Growth Chart. 
60.9% of the comparison 
group had a BMI >85%, 
versus 46.2% of the 
maltreatment group.  
A further 34.4% of the 
comparison group had a 
BMI >95%, versus 27.1% 
of the maltreatment 
group.  
 
A history of neglect 
reduced the odds of being 
overweight. So did a 
history of sexual or 
physical abuse, for 
females only.  
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Authors (year) 
& country of 
study 
 
Study aim(s) Sample Design Method used to 
measure BMI 
BMI Criteria 
Used 
Main findings 
Steele et al. 
(2008) 
 
USA 
 
The aim of this 
paper was to 
compare the 
prevalence of 
medical and mental 
health conditions, 
the number of 
referrals for 
specialty care and 
medication use of 
children entering 
foster care. 
6177 children 
aged 0-18years; 
49% were male. 
 
Children in this 
study were living 
in foster care.   
 
Descriptive, 
Cross-sectional. 
Height and weight 
information was 
obtained from the 
SAFE database (a 
database used by 
the Division of 
Child and Family 
Services to 
coordinate a 
young person’s 
care). Both the 5- 
and 30-day 
medical 
assessments were 
reviewed. 
Children were 
classified obese if 
their BMI value 
was >95th 
percentile for 
their age and 
gender, and 
overweight if 
their BMI value 
was 
>85th percentile. 
No other 
information was 
provided. 
Height and weight 
measurements were 
available for 3,221 
children (aged 3+ years). 
18% were classified 
obese, and 17% were 
classified overweight.  
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Authors (year) 
& country of 
study 
 
Study aim(s) Sample Design Method used to 
measure BMI 
BMI Criteria 
Used 
Main findings 
Tarren-
Sweeney 
(2006) 
 
Australia 
 
 
The aim of this 
paper was to 
examine patterns of 
aberrant eating 
among pre-
adolescent children 
living in foster and 
kinship care. 
347 children aged 
4-10 years; 276 
were male.  
 
86% of children 
were living in 
foster care and 
14% were living 
in kinship care.  
Descriptive, 
Cross-sectional. 
 
Carer givers 
responded to 
items from the 
Child Behavior 
Checklist (CBCL), 
to determine the 
child’s weight 
status.  
 
 
 
Non-obese 
children were 
defined as having 
a CBCL 
“overweight” item 
score of zero, 
while obese 
children were 
defined by a score 
of ‘2’ (i.e. 
overweight= ‘very 
true’). Children 
scoring ‘1’ (i.e. 
overweight= 
‘somewhat true’) 
were considered 
neither obese nor 
non-obese. 
92% of children were 
classified non-obese 
(n=320), seven children 
were classified obese, and 
20 children scored a ‘1’ 
on the CBCL item (this 
group were considered 
neither obese nor non-
obese). 
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Only three Australian studies have examined the weight status of young 
people in OOHC (Nathanson & Tzioumi, 2007; Osborn, 2006; Tarren-Sweeney, 
2006)10. It is clear from the review of studies above that there is limited 
Australian research that has examined the prevalence of overweight/obesity in 
young people in OOHC.  However, results from international studies have 
consistently identified high rates of overweight/obesity, with many studies 
revealing prevalence rates equal to or above those of young people in the 
general community (Hadfield & Preece, 2008; Kim, et al., 2009; Schneiderman et 
al., 2011; Schneiderman et al., 2012a; Schneiderman et al., 2012b; Steele & 
Buchi, 2008). Only one study investigated changes in children’s weight status 
across their time spent in OOHC (Hadfield & Preece, 2008).  The findings of 
Hadfield and Preece (2008) indicate that children’s BMI actually increases 
during their time in care; 35.9% of children became overweight/obese whilst in 
care.  
 
After reviewing the available literature, it was evident that to date, the 
majority of research has examined the weight status of children and young 
people living in foster care (Schneider et al., 2009; Schneiderman et al., 2012a; 
Steele & Buchi, 2008) or a combination of foster and kinship care (Kim et at., 
2009; Schneiderman et al., 2011; Schneiderman et al., 2012b; Tarren-Sweeney, 
10 This literature search was conducted in the first year of my PhD. Since this search was done, 
an additional five International studies have been published. Collectively, these studies indicate 
there are high rates of overweight/obesity amongst young people in OOHC (Ferrara et al., 2013; 
Grobbelaar, Napier, & Oldewage-Theron, 2013; Nelson et al., 2013; Schneiderman, Smith, 
Arnold-Clark, Fuentes, & Duan, 2013a; Schneiderman et al., 2013b). As of 2015, besides the 
research presented in this thesis, to the author’s knowledge, no new data exists pertaining to an 
Australian sample. 
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2006). Four studies did not specify what type of OOHC the sample resided in 
(Croft, 2011; Hadfield & Preece., 2008; Nathanson & Tzioumi, 2007; Osborn, 
2006). Only one study reported the weight status of children living in a group 
home and found that children in this setting had the highest prevalence of 
overweight/obesity compared to those living in kinship or foster care 
(Schneiderman et al., 2012a); group homes are similar to residential care in 
Australia. Given the diversity of living arrangements, it is important that studies 
investigating the weight status of children in OOHC are replicated across 
different placement settings (especially residential OOHC), and researchers 
work to identify specific factors that may contribute to weight gain across each 
placement type.  
 
Limitations of Current Research on Overweight and Obesity in 
Children in OOHC. A significant limitation of current research examining the 
prevalence of overweight/obesity of young people in OOHC is a heavy reliance 
on self-report measures or measurements obtained from medical records. Only 
two of the reviewed studies used objective measures to obtain height/weight 
measurements, using calibrated scales and a stadiometer (Nathanson & 
Tzioumi, 2007; Schneiderman et al., 2012b). Other methods used to obtain 
height/weight information included, accessing an individual’s medical records 
(Croft, 2011; Hadfield & Preece, 2008; Schneiderman et al., 2011; Schneiderman 
et al., 2012a; Steele & Buchi, 2008), caregiver self-report (Kim et al., 2009; 
Osborn, 2006; Tarren-Sweeney, 2006), and participant self-report 
(retrospective) (Schneider et al., 2009). Relying on height/weight 
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measurements obtained from medical records can be problematic; researchers 
have found that this type of reporting often leads to underestimations of a 
child’s BMI (Himes, 2009). Parent reported height/weight can also be 
problematic because accurate knowledge of their child’s height/weight 
necessitates prior measurement (possibly using equipment that is not calibrated 
or obtained from an external source, i.e. from a general medicine practitioner or 
school nurse) (Himes, 2009). Systematic biases in parental reports can also 
result in parents overestimating the weight of their lightest children and 
underestimating the weight of their heaviest children (Akerman, Williams, & 
Meunier, 2007; Scholtens et al., 2007). Although children living in OOHC are not 
living with their biological parents, the staff who care for them are fulfilling a 
public parenting role, and it can be assumed that these issues would also impact 
the accuracy of caregiver self-report. Wherever possible, BMI based on 
measured height/weight is preferable. 
 
Another limitation of research to date is that the criteria used to 
categorise children’s BMI is inconsistent across studies. For example, the 
majority of US studies use The Centers for Disease Control and Prevention 
Gender Specific Growth Charts to define overweight and obesity (Schneiderman 
et al., 2011; Schneidermann et al., 2012a; Schneiderman et al., 2012b), while 
other studies have used the International Obesity Taskforce Age-Sex Adjusted 
BMI Cut-points (Croft, 2011; Hadfield & Preece, 2008), the National Heart, Lung, 
and Blood Institute's Guidelines (Schneider et al., 2009), the Child Behavior 
Checklist (Tarren-Sweeney, 2006), and the Ideal Body Weight Cut-offs (Kim et 
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al., 2009). Two studies identified cut-offs for determining overweight and/or 
obesity, but did not provide a reference for these standards (Nathanson & 
Tzioumi, 2007; Steele & Buchi, 2008), and one study did not offer a definition of 
overweight or obesity (Osborn, 2006). A lack of consistency in using standard 
criteria to categorise BMI will influence the prevalence rates, which makes study 
comparisons on the proportion of overweight/obese children in OOHC difficult.   
 
 Directions for Future Research. International studies provide a clear 
indication that rates of overweight and obesity are high amongst young people in 
OOHC. However, further research is needed to identify the overweight and obesity 
status of children living in OOHC, particularly in Australia. In order to promote 
optimal wellbeing for Australian children living in OOHC, it is important that future 
research: (1) obtains objective measurements of height and weight to determine 
child body mass index (BMI); (2) tracks the course (and consequence) of children’s 
weight status by ensuring children are regularly measured; and (3) uses 
standardised definitions of BMI that are comparable across studies. Furthermore, it 
is recommended that Australian OOHC services develop standardised protocols on 
the measurement of BMI and weight-related behaviour (i.e., healthy eating and 
physical activity) of children upon entry into OOHC, and incorporate routine 
assessment of weight status into every child’s health care plan (undertaken as a 
part of the National Clinical Assessment Framework). This approach would ensure 
care teams could identify and track the course of unhealthy weight gain for young 
people in care, and develop appropriate prevention and intervention strategies. 
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Rates of overweight and obesity in a sample of Australian young people 
and their carers in out-of-home residential care 
Young people living in out-of-home care (OOHC; alternative housing for 
young people who are unable to live with their parents, typically due to abuse 
and/or neglect) are one of the most disadvantaged population groups1. These 
young people face high physical, emotional, and behavioural health needs and 
poorer educational attainment1. While concerns about their physical health have 
been reported, information on the rates of overweight/obesity in this hard- to-
reach population is limited2. Further, no studies have examined OOHC carer 
weight status. This is an important knowledge gap given OOHC settings are 
designed to reflect a ‘home-like environment’ and carers assume a ‘pseudo’ 
parenting role. Given there is clear evidence that children with 
overweight/obese parents have an increased risk of being overweight/obese3, 
the weight status of carers in the OOHC setting may be reflective of a home 
environment that facilitates and/or models behaviours that may lead to 
excessive weight gain amongst young people in care. 
This study examined the rates of overweight/obesity in young people 
living in residential OOHC and their carers from three community service 
organisations in Victoria, Australia. Demographic information included young 
people’s sex, date-of-birth, Aboriginality, and carer’s level of education. Although 
no data on the young people’s socio-economic status (SES) were collected, 
research has shown that low SES is a key risk factor of substantiated child abuse 
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and/or neglect4. Hence, it is likely that a large proportion of children living in 
OOHC have a background of socioeconomic disadvantage; this is particularly the 
case for Indigenous Australians4. Children’s height (m) and weight (kg) were 
measured by a trained data collection worker and carers self-reported their 
height and weight. Body mass index (BMI) was calculated and categorised 
according to the World Health Organisation (WHO) growth reference for school-
aged children and adolescents5. Staff BMI were categorised using the WHO 
values for overweight (>25kg/m2) and obese (>30kg/m2)6. In total, 243 
residential care staff and 95 young people consented to participate in the study. 
However, complete anthropometric data were only collected from 78 young 
people; this is not surprising given the vulnerability of this population. 
Supplementary Tables 1-312 describe the demographics of the sample and the 
breakdown of weight status by group and gender. Nearly a third of children 
were classified overweight (28.2%), and one-third were obese (34.6%). Neither 
gender nor time spent in care were significantly associated with weight status. 
Rates of overweight/obesity among carers were 35.4% and 37.4%, respectively. 
There was no significant sex difference among carers, however a small but 
significant negative association was found between carers BMI and level of 
education. 
This is one of a few studies to report rates of overweight/obesity 
amongst a hard-to- reach group of young people in Australian OOHC, one of two 
studies to use objective measures of young people’s height and weight, and the 
12 These tables are included in Appendix C. 
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first to include the weight status of their carers. Almost two in three young 
people were overweight/obese, which is considerably higher than the figures 
reported five or more year’s ago2. This rate is also higher than current 
prevalence of overweight/obese in children aged 2-17 years, who have the 
lowest index of disadvantage, which is 28.9%7. The prevalence among carers 
was also high, with 72.8% categorised as overweight/obese, compared to 60% 
in other Australian adults7. 
Interestingly, time in care was not associated significantly with young 
person BMI. This suggests their socioeconomic background may predispose 
them to being overweight/obese prior to entering OOHC. However, one 
limitation of the current study was that data pertaining to weight status, upon 
entry into care was not collected; hence, it is difficult to determine whether they 
are entering OOHC already overweight/obese. Nevertheless, given the average 
time spent in care was 21.5 months and the high rates of overweight/obesity in 
this sample, it is clear that whilst the OOHC environment may not be 
contributing to weight gain, it is not improving the young people’s physical 
health outcomes, highlighting the need for intervention. 
In Australia there is a paucity of health strategies or interventions that 
specifically target weight status in young people in OOHC, as part of an overall 
health assessment, and there are no standard recommendations about the food 
or physical activity environments provided to young people in residential care. 
In contrast, the Scottish government have developed and implemented a 
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resource called ‘Health Promotion Guidance: Nutritional Guidance for Young 
People in Residential Care Settings’8. This guide includes nutritional information 
and practical guidance around improving young people’s dietary intakes. 
Promoting physical activity and staff role modelling are also covered. ‘Eating 
well’ is also written into the Scottish National Care Standards9. Australia would 
benefit from adopting similar guidelines. 
The high rate of excessive weight observed amongst carers suggests that 
interventions should not be limited to young people. In accordance with other 
studies10, we found an inverse relationship between the carer’s education level 
and overweight/obesity. Given the low levels of education amongst carers in 
this study (only 14.9% had tertiary education), it is likely that greater focus on 
the provision of support, training and resources (specific to healthy eating and 
being physically active) for children’s care team is necessary; that is, staff should 
be offered ongoing professional development to improve their health literacy. 
There is little doubt that future research needs to have a stronger focus 
on understanding the factors that contribute to higher rates of 
overweight/obesity in young people living in OOHC and to evaluate obesity 
prevention interventions designed specifically for this group. Further 
investigation of the role of SES as a contributing factor to weight gain in this 
population is also necessary and health promotion guidelines that focus on 
nutritional intake and physical activity for Australian young people in OOHC are 
required.
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CHAPTER FOUR 
Identify potential predictors of that need 
 
Chapter Three presented a literature review and baseline data to establish 
whether overweight/obesity is an issue for young people living in residential 
out-of-home care (OOHC) in Victoria, Australia. This is consistent with the first 
step of Intervention Mapping, which involves description of the health problem 
in the population of interest.  Baseline data revealed nearly one-third of children 
were classified overweight (28.2%) and one-third were obese (34.6%); high 
rates of overweight/obesity were also reported amongst carers. This data 
indicates that excessive weight is a significant issue for young people in 
residential care, but also their direct-care staff, and highlights the need for 
intervention in this population. Before starting to plan an intervention it is 
important that researchers spend time “getting to know” the target group; this 
helps identify possible avenues for intervention (American Psychological 
Association13, 2014; Bartholomew, Parcel, Kok, Gottlieb, & Fernandez, 201014). 
Hence, Chapter Four presents four studies, which examine behavioural and 
environmental causes and determinants of healthy lifestyle behaviours in the 
target population. This chapter includes two papers that were accepted for 
publication; one in Australian Social Work in 2015, and one in the Australian and 
13 American Psychological Association. (2014). Guidelines for Prevention in Psychology. 
American Psychologist, 69(3), 285-296.   
14 Bartholomew, L.K., Parcel, G.S., Kok, G., Gottlieb, N.H., & Fernandez, M.E. (2010). Planning 
Health Promotion Programs: An Intervention Mapping Approach (3rd ed.).  San Francisco, CA: 
Jossey-Bass.  
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New Zealand Journal of Public Health, also in 2015.    
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4.1 Narrative Review 
 
Problematic eating and food-related behaviours and excessive weight 
gain: Why children in out-of-home care are at risk15. 
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Abstract 
Emerging evidence suggests that abuse and/or neglect in childhood may play a 
role in subsequent development of obesity. One population group particularly at 
risk is children and young people living in out-of-home care (OOHC). Given this 
population are already a vulnerable group, identifying potential mechanisms by 
which childhood abuse and/or neglect increases risk for obesity is essential. A 
possible explanation is that problematic eating and food-related behaviours (i.e., 
emotional eating, compulsive eating, overeating, binge eating, stealing or 
hoarding food) might mediate the association between adverse childhood 
experiences and obesity. Hence, the overall goal of this paper was to provide a 
narrative review of eating and food-related difficulties for children in care and 
their possible association with unhealthy and excessive weight gain. This review 
revealed a shortage of existing empirical papers and signalled particular need 
for further examination of the mediating effects of problematic eating.  
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Introduction 
Despite a focus on prevention and early intervention by child protection 
authorities, Australian children continue to experience abuse (physical, sexual, 
or emotional) and/or neglect. An estimated 37,781 substantiations of abuse and 
neglect were made across Australia in 2011-12 (7.4 per 1,000 children) 
(Australian Institute of Health & Welfare [AIHW], 2013). The estimated number 
of abused and neglected children is also high in other developed nations, 
including Canada (Public Health Agency of Canada, 2008), the UK (Radford et al., 
2011) and the US (U.S. Department of Health and Human Services, 
Administration for Children and Families, Administration on Children, Youth 
and Families, Children’s Bureau, 2013), despite government interventions to 
protect at-risk children. In Australia, substantiations refer to cases where: 
It was concluded that there was reasonable cause to believe that the child 
had been, was being, or was likely to be, abused, neglected or otherwise 
harmed. Substantiations may also include cases where there is no 
suitable caregiver, such as children who have been abandoned or whose 
parents are deceased. (AIHW, 2013, p.8).  
Nationally, substantiations are classified into one of four categories (depending 
on the predominant type of abuse or neglect): physical abuse, sexual abuse, 
emotional abuse, or neglect (AIHW, 2013). 
 
Some children and young people who have been subject to child 
protection substantiation are removed from their homes and placed in out-of-
home-care (OOHC) (AIHW, 2013). OOHC provides alternative housing for those 
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young people who are unable to live with their parents or families (typically due 
to abuse and/or neglect) and involves placement with an alternative 
caregiver(s) on a short- or long-term basis (AIHW, 2013). Internationally, other 
terms such as ‘looked-after’ children are used to describe children and young 
people who have been removed from their families. For the purpose of this 
paper, the term out-of-home care (OOHC) will be used. Current research 
indicates that young people living in OOHC are a high-risk group, with increased 
developmental needs (Department of Families, Housing, Community Services 
and Indigenous Affairs, 2010). Indeed, trauma and abuse during childhood has 
been shown to significantly impact an individual’s emotional, behavioural, 
cognitive, social, and physical health and functioning (Perry, Pollard, Blakley, 
Baker, & Vigilante, 1995), and there is a growing body of evidence recognising 
that abuse and neglect during early childhood can be a life course social 
determinant of health; that is, an individual’s early experiences impact on health 
in adulthood (Greenfield & Marks, 2009; Shonkoff, Boyce, & McEwen, 2009). 
 
Whilst existing literature has primarily focused on the psychological 
consequences of childhood abuse or neglect, research examining its impact on 
physical health is growing. A number of systematic reviews and meta-analyses 
highlight the long-term impacts of child abuse and neglect on adult morbidity 
and mortality and, particularly, increased risk of obesity (Gustafson & Sarwer, 
2004; Hemmingsson, Johansson, & Reynisdottir, 2014; Irish, Kobayashi, & 
Delahanty, 2010; Midei & Matthews, 2011; Norman et al., 2012; Paras et al., 
2009). Although the evidence is not necessarily consistent overall, the current 
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literature suggests that childhood abuse, regardless of type of abuse, is 
associated with the development of obesity, and may be characterised by a dose-
response relationship (i.e. the severity of abuse was positively associated with 
obesity risk) (Gustafson & Sarwer, 2004; Hemmingsson et al., 2014; Midei & 
Matthews, 2011). This finding is further supported by research which suggests 
there are high rates of overweight/obesity amongst children and young people 
living in out-of-home-care (Skouteris et al., 2011). Given there are a number of 
negative physical and psychological consequences of being overweight or obese, 
identifying potential mechanisms by which childhood abuse and/or neglect 
increases risk for obesity is essential; particularly for children and young people 
living in OOHC, who are already a vulnerable group. Indeed, understanding how 
adverse early experiences may lead to unhealthy weight gain in this population 
will inform the development of effective intervention programs, which can then 
be translated into child welfare practice.  
 
One possible mechanism linking childhood abuse and subsequent obesity 
is the presence of problematic eating behaviours. For the purpose of this paper, 
problematic eating and food-related behaviours refer to difficult or disturbed 
eating, for example, emotional eating, compulsive eating, overeating, binge 
eating, stealing or hoarding food. Although limited, the evidence suggests that 
problem eating and food-related behaviour are prevalent among young people 
living in OOHC (Casey, Cook-Cottone, & Beck-Joslyn, 2012). Of particular 
concern is how these eating/dietary behaviours might influence excessive 
weight gain (see Figure 4.1). Research into OOHC and overweight/obesity is 
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limited (Skouteris et al., 2011), hence, the aims of this paper are to provide a 
narrative review of: (1) eating and food-related difficulties for children in care 
and their possible association with unhealthy and excessive weight gain, and (2) 
describe suggested developmental mechanisms that might mediate the 
association between childhood abuse and obesity, specific to problematic eating.  
 
Figure 4.1. A Conceptual Overview of How Adverse Childhood Experiences 
Impacts Behaviour, Biology, and BMI. 
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Overview of problematic eating and food-related behaviours among 
children and young people in OOHC. Studies examining children’s eating 
patterns whilst living in care are limited. The evidence suggests that problem 
eating and food-related behaviour (i.e., emotional eating, compulsive eating, 
overeating, binge eating, stealing or hoarding food) are prevalent in young 
people living in OOHC. One of the studies described by Casey et al. (2012) in 
their review, was a two-part exploratory study which examined foster parent 
experiences of behavioural problems in a sample of sexually abused children 
(Thompson, Authier, & Ruma, 1995). Seventy-seven percent of foster parents 
(n= 300) reported sometimes or frequent eating problems in the children they 
cared for, with 23% finding these behaviours bothersome. While this finding 
indicates a high frequency of this behaviour amongst foster care children, it is 
important to note that this study did not define eating problems and therefore it 
is difficult to draw conclusions about the exact behaviours which were 
considered problematic.  Nevertheless, the finding still indicates that foster 
parents often encounter difficult food related behaviours.  
 
A similar study by Disbrow, DuRousseau, and Moquette-Magee (1991) 
examined nutritional risk factors among a sample of children residing in foster 
care. Disordered eating behaviours were found in 8 out of 27 children, including, 
gorging food to the point of vomiting, stealing and hiding food, self-induced 
vomiting, and frequent refusal of food (Disbrow et al., 1991). Casey et al. (2012) 
further described a study by Demb (1991), who used the term hyperphagia to 
describe a pattern of behaviour, characterised by an excessive appetite, lack of 
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satiety, and overeating to the point of vomiting or gastric pain. Demb (1991) 
reviewed the medical records of 200 foster care children and found that during 
the course of a mental health evaluation, 10 foster mothers reported behaviours 
that fit the definition of hyperphagia. It should be acknowledged that children 
were not referred for evaluation on the basis of problematic eating behaviours, 
this was found incidentally during the evaluation; therefore, it is possible that 
the prevalence of hyperphagia is actually higher in this population.   
 
A more recent study reviewed by Casey et al. (2012) investigated 
patterns of aberrant eating among 347 pre-adolescent children (6-11 years) 
residing in foster or kinship care in Australia (Tarren-Sweeney, 2006). Using the 
Assessment Checklist for Children, Tarren-Sweeney (2006) examined two 
patterns of problematic eating - food maintenance syndrome and pica-type 
cluster. Items from the food maintenance scale aimed to identify behaviours 
such as overeating, hoarding, or stealing food. Pica-type behaviours were 
assessed to identify behaviours characterized by eating non-food items or eating 
from unhealthy sources. Approximately one quarter of the sample scored in the 
nominal borderline or clinical ranges for one or both domains (food 
maintenance syndrome or pica-type cluster). This is much higher than current 
estimates of eating disorders in the general population; it is estimated that 
between 1-4% of adolescents may meet the criteria for anorexia nervosa or 
bulimia nervosa and a further 5% may meet the criteria for an eating disorder 
not otherwise specified (Allen, Byrne, Oddy, & Crosby, 2013).  
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Is problematic eating associated with unhealthy weight gain for 
children in OOHC? Although much more research is needed to determine more 
specific prevalence rates, exploratory research suggests children in OOHC are at 
increased risk for a range of problematic eating behaviours. Given high rates of 
overweight and obesity have also been reported for children in OOHC (Hadfield 
& Preece, 2008; Kim, Ham, Lee, & Lee, 2009; Schneiderman, Leslie, Arnold-Clark, 
McDaniel, & Xie, 2011; Schneiderman, Mennen, Negriff, & Trickett, 2012; Steele 
& Buchi, 2008), of particular concern is how these eating/dietary behaviours 
might impact on unhealthy weight gain. Only two studies to date have discussed 
the implications of their findings in relation to healthy weight management.  
 
Demb (1991) found that 5% of foster children referred for mental health 
evaluations reported cases of hyperphagia. The children in this study were of 
healthy weight, which is surprising given that overeating has been found to be 
associated positively with childhood body mass index (BMI) (van den Berg et al., 
2011). However, the cross-sectional nature of this study makes it difficult to 
predict whether a future consequence of this behaviour would have been 
increased weight gain. Tarren-Sweeney (2006) also found patterns of 
problematic eating, without the incidence of overweight or obesity; 75% of 
children with identified food maintenance problems were reported to be of 
healthy weight. Interestingly, this study identified high prevalence of overeating, 
with low prevalence of obesity. This finding challenges previous research which 
suggests that overeating is associated with obesity and as the authors suggest, 
may have important clinical implications; especially, if clinicians are not 
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identifying the presence of problematic eating behaviours, including overeating 
in normal weight children. However, a significant limitation of his study was that 
objective measures of children’s weight and height were not obtained. The 
weight status of young people in Tarren-Sweeney’s study was instead 
determined by carer self-report on a single item (overweight) from the Child 
Behavior Checklist. Children were placed in one of three categories: Not obese 
(n= 320); neither obese nor non-obese (n= 20) (children were placed in this 
category if their carer responded somewhat true to the overweight item; and 
obese (n = 7) (children were classified obese if their carer responded very true 
to the overweight item). Consequently, it is possible that the identified rates of 
normal weight, overweight and obesity were inaccurate. It is also important to 
note that the low number of overweight children in this sample did not allow for 
comparison of excessive eating or abnormal eating across obese and non-obese 
children. Clearly, this is an area that warrants further investigation with 
objective outcomes measures.   
 
Possible mechanisms linking childhood abuse and obesity. A 
significant gap in the research is establishing whether problematic eating 
mediates the relationship between childhood abuse and/or neglect and 
overweight and obesity.  However there is some emerging evidence that posits a 
number of potential explanations. One plausible explanation is that people who 
have faced social adversities may not have adequate strategies to cope with 
stress or negative emotions and therefore create stress responses that involve 
poor dietary choices and inactivity (D'Argenio et al., 2009; Shin & Miller, 2012). 
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For example, abused or traumatised children may use food as a coping 
mechanism, i.e. emotional eating, eating “comfort foods”, compulsive eating, or 
eating more in general (Bentley & Widom, 2009; Boynton-Jarrett, Rosenberg, 
Palmer, Boggs, & Wise, 2012; D'Argenio et al., 2009; Shin & Miller, 2012). In this 
case, food may be used to self-soothe and deal with negative emotions to either 
avoid or help manage stressors. Greenfield and Marks (2009) examined whether 
self-reported physical and/or psychological abuse (by primary caregivers) was 
associated with higher likelihood of being obese in adulthood. Interestingly, they 
found that participants who reported instances of both physical and 
psychological abuse (with one type of abuse occurring frequently), were more 
likely to be obese by adulthood. Further analyses were conducted to determine 
whether greater use of food in response to stress may mediate this relationship. 
The findings revealed that using food as a coping mechanism doubled the risk of 
obesity, suggesting that problematic eating may be one pathway linking early 
trauma to subsequent obesity.  
 
Another suggestion is that childhood abuse may cause psychobiological 
disturbances in the regulation of eating behaviour, resulting in added risk for 
obesity later on in life (Gunstad et al., 2006; Gustafson & Sarwer, 2004). A 
handful of studies have investigated physiological response to stressors and 
how this might affect eating behaviour and subsequent weight gain (Björntorp, 
2001; Dallman, 2010; Dallman, Pecoraro, & la Fleur, 2005). Specifically, 
Björntorp (2001) discussed how exposure to early life stress may be associated 
with abdominal obesity through neuroendocrine stress reactions. Available 
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evidence suggests that psychosocial stress can impact on food intake regulation 
by causing an imbalance in the leptin and neuropeptideY (NPY) systems. This 
imbalance can result in simultaneous activation of our food intake mechanisms 
and inhibition of satiety mechanisms and not surprisingly has been found to 
encourage increased energy intake in vulnerable people. Björntorp (2001) also 
proposed that positive energy intake might also be associated with decreased 
physical activity, resulting from “closer control of energy balance at higher 
levels of energy output, and less tight regulation at lower levels of physical 
activity” (Bjorntorp, 2001, p.84). It can be assumed that that children and young 
people have often experienced a number of stressful events prior to entering 
OOHC (New South Wales Department of Community Services, 2007), and 
therefore this presents another probable mechanism linking abuse and 
unhealthy weight gain in this population.  
 
Additionally, Dallman (2010) argued that heightened physical or 
emotional distress can also increase our intake of “comfort foods” (despite not 
being hungry or having a homeostatic requirement for food). This is because 
stress produces elevated glucocorticoid levels and insulin secretion which can 
result in an elevated desire to eat and therefore increased food intake 
(Björntorp, 2001; Dallman et al., 2005), particularly intake of pleasurable fat 
and/or sugar (Dallman, 2010). Hence, people often change their eating 
behaviours in response to stress, with a tendency to choose foods with 
increased fat and/or sugar content. One suggestion is that tasting energy-dense 
foods such as fat or sugar induces positive emotional responses (Macht, 2008). 
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Socio-ecological models indicate the socio-demographic characteristics of 
communities influence individual’s food choices, availability and access (Larson, 
Story, & Nelson, 2009; Wolfenden, Falkiner, & Bell, 2010). Other research also 
indicates that food choices are driven primarily by a child’s familiarity with food 
and secondly by taste, and food preferences appear to be related to exposure 
(Wood & Harper, 2008), it is plausible to assume that for some young people in 
care these key drivers may also impact the types of food they consume in 
response to different emotions.  
 
Perhaps most concerning is the finding that increased appetite in 
response to stress can result in the development of habitual behaviours. 
Overtime, our brain forms a memory of this association and therefore starts to 
link “feeling stressed and feeling better after indulging in comfort foods” 
(Dallman, 2010, p. 5). This is presumed to result from “comfort foods” 
diminishing an individual’s emotional response to stress and therefore 
reinforcing subsequent consumption of those foods. Dallman (2010) outlines 
two reasons why routine use of food to decrease stress-related feelings can be 
detrimental: (1) habitual “comfort eating” has been associated with central 
adiposity and obesity (Dallman et al., 2005; Dallman et al., 2003; Tomiyama et 
al., 2012), and (2) repeatedly using food in response to stress decreases an 
individual’s capacity to develop and use other coping mechanisms; hence, using 
“comfort foods” to reduce stress becomes an automatic response (Dallman, 
2010). Again, given their histories, it is plausible that this may also mediate the 
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relationship between early abuse and higher BMI for children and young people 
in OOHC.  
 
Furthermore, individuals with a history of abuse and/or neglect, where 
food supplies are unpredictable, may be at increased risk of behaviours such as 
binge eating (Perry, 2001; Rees, Holland, & Pithouse, 2012). Indeed, several 
studies have found an association between childhood abuse and disordered 
eating (binge eating, dieting and purging) (Allison, Grilo, Masheb, & Stunkard, 
2007; Brooke & Mussap, 2013; Burns, Fischer, Jackson, & Harding, 2012; 
Connors, 2001; de Groot & Rodin, 1999; Johnson, Cohen, Kasen, & Brook, 2002; 
Treuer, Koperdák, Rózsa, & Füredi, 2005). Similarly to “comfort eating”, it is 
thought that binge eating is used as a way of initiating self-soothing or diverting 
one’s attention from negative emotions (Burns et al., 2012). Another hypothesis 
is that low self-esteem, coupled with physical neglect and poor nourishment 
triggers binge eating behaviours (Allison et al., 2007). A final explanation offered 
is that children with severe neglect may hoard or hide food or overeat as a result 
of food insecurity; this is a common outcome related to being food deprived 
during early childhood (Perry, 2001). Hence, disordered and other problematic 
eating behaviours may be another factor which may mediate the relationship 
between childhood maltreatment and obesity risk for young people in OOHC.  
 
In summary, there are several mechanisms that may link childhood abuse 
with obesity development for young people residing in OOHC, including chronic 
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stress and concomitant neurotransmitter imbalances, perceived insecurity, 
“comfort eating” to cope with negative emotions and disordered eating.  
 
Future Directions and Implications for Practice. Our narrative review 
suggests that children living in OOHC are at increased risk of problematic eating 
behaviours. Greater attention to young people’s eating behaviours by the people 
responsible for their care is, therefore, not only warranted but needed urgently. 
Indeed, carers are in a unique position to help identify and address any eating 
concerns that may arise during a young person’s placement in care or refer the 
young person to health professionals, where necessary. Furthermore, in order to 
promote optimal wellbeing for children living in OOHC, there is little doubt that 
future research needs to have a stronger focus on identifying whether patterns 
of aberrant eating contribute to weight gain in this population. This is especially 
important given overweight and obesity has increasingly been identified as 
significant problems for young people in care.  It is surprising that only two 
studies have examined this association and although neither study found a 
positive association, each had limitations which may have impacted their 
findings.  
 
It is clear that research considering such effects is still in its infancy and 
therefore, further examination of the mediating effects of problematic eating is 
required. Future research should focus on identifying whether patterns of 
problematic or aberrant eating can explain the relationship between childhood 
abuse and neglect and subsequent weight gain for children and young people in 
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OOHC. It is important that future research: (1) obtains objective measurements 
of height and weight to determine child body mass index (BMI), and (2) 
considers how patterns of eating behaviour are related to prevalence of 
overweight or obesity. It is also vital that future research focuses on identifying 
these behaviours across different OOHC placement types, that is, kinship care, 
foster care and residential care. The findings of research evaluating these factors 
can then be used to better inform intervention strategies designed to address 
problematic eating and prevent excessive weight gain amongst young people 
living in OOHC. Immediate knowledge gaps that could also be considered by the 
sector include, a review of current OOHC policies on nutrition and physical 
activity and identifying barriers which may influence policy uptake by carers.  
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4.2 Original Research 
 
Rates of problematic eating and food-related behaviours in a sample of 
Australian young people in out-of-home residential care – brief report 
Problematic eating and other food related behaviours (i.e. emotional 
eating, compulsive eating, overeating, binge eating, and stealing or hoarding 
food) have been identified as possible mechanisms linking childhood abuse and 
neglect with increased risk for obesity (Cox, Skouteris, Hemmingsson, Fuller-
Tyszkiewicz, & Hardy, 2015). Young people living in out-of-home care (OOHC) 
are particularly at risk, given this group is characterised by histories of abuse, 
neglect, concomitant trauma, and attachment disturbance (Jackson, Frederico, 
Tanti, & Black, 2009). Studies examining difficult or disturbed eating with this 
population are limited; to date, only four studies have been conducted with 
children and young people living in foster and/or kinship care (Demb, 1991; 
DuRousseau, Moquette-Magee, & Disbrow, 1991; Tarren-Sweeney, 2006; 
Thompson, Authier, & Ruma, 1995). Collectively, these studies indicate that 
foster parents and kinship carers frequently encounter problematic behaviours 
related to food, with the highest prevalence reported to be 25% in one sample 
(n= 347 children, aged 6-11 years) (Tarren-Sweeney, 2006).  
 
Currently, no studies have examined the rates of problematic eating in 
alternative placements, such as residential OOHC. This is an important 
knowledge gap, given these young people often present with a high number of 
physical, emotional, and behavioural needs (Department of Families, Housing, 
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Community Services and Indigenous Affairs, 2010). In order to promote optimal 
wellbeing for young people living in residential OOHC, it is important to identify 
and address any eating concerns. Hence, the first aim of this study was to 
examine the rates of problematic eating and food-related behaviours in young 
people living in residential OOHC. Given high rates of overweight and obesity 
have been reported for this population (Cox et al., 2014), the second aim of this 
study was to explore the relationship between young people’s patterns of 
problematic eating and their body mass index (BMI).   
 
Data were collected in 2013-14 for The Healthy Eating, Active Living 
(HEAL) Study. Participants’ demographic information included sex, date-of-birth, 
Aboriginal or Torres Strait Islander status, educational attainment (carers), and 
time spent working (carers) or living (young people) in residential care. Carers 
completed scale five (Food maintenance behaviour) from the Assessment 
Checklist for Adolescents (ACA). The ACA is a 105-item carer-report psychiatric 
rating instrument (Tarren-Sweeney, 2013). The ACA includes seven scales that 
measure a range of attachment- and trauma-related mental health difficulties, 
observed in young people living in OOHC (Tarren-Sweeney, 2013). The ACA has 
been found to have good content, construct and criterion-related validity, and 
high internal reliability (Tarren-Sweeney, 2013). Only items relating to food 
maintenance behaviour were included in the current analyses.  
 
For each young person currently living in their residential unit, carers 
were asked to identify whether in the last 4 to 6 months, the following 
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statements were ‘not true’, ‘partly true’ or ‘mostly true’ for each of the following 
items: eats secretly (e.g. in the middle of the night), eats too much, gorges food, 
hides or stores food, and steals food. Carers were also asked to identify whether 
in the last 4 to 6 months, the following behaviours ‘did not occur’, ‘occurred 
once’ or ‘occurred more than once’ for the following two items: Dramatic 
changes in eating (e.g., dieting then over-eating), and has eating binges (e.g., 
bouts of excessive eating). Given up to four young people can be residing in a 
unit at any one time, carers were asked to identify individuals by their initials. 
Each of the seven items are scored (0, 1 or 2) and then summed and classified 
according to the severity of the symptoms, with five possible classifications; 
normative (0-4), elevated (5-6), indicated (7-8), and marked (9-14). In the case 
where more than one carer responded about the same young person, the 
median across each respondent was used. Cronbach’s alpha for the current 
study was .87. Young people’s height (m) and weight (kg) were measured by a 
trained data collection worker16. BMI-for-age z-scores were calculated and 
categorised according to the World Health Organization (WHO) growth 
reference for school-aged children and adolescents (de Onis et al., 2007). Only 
young people who consented to participate in the HEAL study were included in 
BMI analyses17.  
16 Data collection workers were appointed by each participating organisation. The primary responsibility of 
this role was to visit each residential unit participating in the HEAL study, across 3 data collection time 
points, and sensitively engage young people in completion of a series of surveys and weight and height 
measurements. Training was provided by Deakin University.  
17 Carers were asked to complete the ACA for each young person currently living in their unit (up to four 
young people). However, not every young person consented to participate in the HEAL study. In total, the 
ACA was completed for 154 young people, of which 46 provided height and weight measurements.  
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In total, 126 carers completed the ACA for 154 young people. Participants 
had a mean age of 38.70 years (SD= 11.8, range= 21-62 years, n= 123), 79 were 
female (62.7%) and none identified as Aboriginal or Torres Strait Islander. On 
average, carers had worked in residential OOHC for 44.4 months (SD= 57.9, n= 
124) and the majority had a certificate, advanced diploma or a graduate diploma 
qualification (63.7%, n=79). Demographic information for the sample of young 
people was only collected for those who gave consent (n= 46). The mean age 
was 15.3 years (SD= 1.64, range= 10-17 years, n= 45), 26 were male (57.8%), 
and 13 were Aboriginal or Torres Strait Islander (28.9%). The average time 
spent in care was 30.4 months (SD= 26.1).  
 
Nearly one quarter (22.1%) of young people presented with clinically 
significant eating problems, see Table 4.1. Table 4.2 presents the weight status 
of the young people in the current study. Although not significant, a small 
positive correlation was found between scores on the food maintenance scale 
and BMIz, r=.18, n= 46, p=>.05. There was also small, non-significant, positive 
correlation between the three excessive eating items (‘eats too much’, ‘gorges 
food’ and ‘binge eats’) and BMIz, r=.11, n= 46, p=>.05, r=.20, n= 46, p=>.05, and 
r=.21, n= 46, p=>.05, respectively.  
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Table 4.1  
Rates of problematic eating and food-related behaviour. 
 Severity Rating n(%) 
Sub-clinical range 
Normative 101(65.6) 
Elevated 19(12.3) 
Clinical range 
Indicated 13(8.4) 
Marked 21(13.7) 
 
Table 4.2 
Rates of overweight and obesity – young people (n= 46) 
Category n(%) 
Severe thinness 1(2.2) 
Thin 3(6.5) 
Normal 16(34.8) 
Overweight 16(34.8) 
Obese 10(21.7) 
 
The findings revealed that a large percentage of young people in 
residential OOHC present with problematic eating and food-related behaviours, 
with nearly one quarter of young people scoring in the clinical range. These 
findings are comparable to Tarren-Sweeney (2006) who found 24% of pre-
adolescent children living in foster and kinship care in Australia, displayed 
clinically significant patterns of aberrant eating. Unfortunately, there is no 
comparative community data available, however, together these findings 
suggest these types of behaviour are common in this population. Importantly, 
there was no significant relationship between eating problems and weight 
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status. Again, this is comparable to the findings of Tarren-Sweeney (2006) who 
also found that the majority of children identified with eating problems were not 
overweight or obese. This is an interesting finding, given three of the items 
which make up the food maintenance scale are related to excessive eating, and 
highlights the importance of assessing aberrant eating behaviours among 
children and young people who are in the healthy BMI range.  It is especially 
important to identify these behaviours amongst young people in OOHC because 
food maintenance behaviours have been associated with co-morbid 
psychopathology, including: disruptive behaviour, affective problems, 
attachment disturbance and hyperactivity (Tarren-Sweeney, 2006; Tarren-
Sweeney, 2008). Aberrant eating problems have also been associated with 
poorer quality sleep (Tarren-Sweeney et al., 2006).   
 
The present findings have important implications both for clinicians but 
also direct-care staff who are responsible for the day-to-day care of these young 
people. First, it is essential that assessments of eating and food-related problems 
be incorporated into clinical evaluations. If identified, care teams must also be 
able to track the course of these behaviours, and it is recommended that this 
information be recorded in each young person’s care plan, including a clearly 
defined plan for addressing these behaviours. This approach would ensure that 
this information is shared amongst those responsible for the provision of care 
for a young person, including: carers, staff within government departments, 
which hold child protection responsibilities (i.e., the Department of Health and 
Human Services (DHHS) in Victoria), Community Service Organisation staff, and 
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other professionals. This would also mean that support for a young person 
would follow them, in the case that they move placements during their time in 
care.  Second, it is also important that assessments of these behaviours are not 
limited to overweight or obese individuals. Certainly the findings of the current 
study (and previous research by Tarren-Sweeney, 2006) suggest that a large 
percentage of children and young people with a healthy BMI can display 
patterns of aberrant eating. Subsequently, it is recommended that routine 
measurement of height and weight be incorporated into each young person’s 
health record, so that carers can monitor patterns of excessive eating, food 
maintenance behaviour, and BMI.  
 
There is little doubt that further research is needed to continue adding to 
our knowledge base regarding the rates of problematic eating amongst young 
people living in OOHC. It is also important that strategies are put in place to 
assist direct-care staff to recognize and refer a young person to trained 
clinicians. Subsequently, in cases where a young person scores in the clinical 
range, appropriate interventions can be developed and monitored, and 
necessary supports put in place. It is hoped that addressing this need will help 
care staff to better meet the needs of this already vulnerable population.  
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Abstract 
Objective: Given the high prevalence of overweight/obesity amongst young 
people in residential out of home care (OOHC), and their carers are in loco 
parentis, the aim of this paper was twofold: (1) to examine the healthy lifestyle 
cognitions and behaviours of residential carers, and (2) to describe resources 
needed to improve diet and/or physical activity outcomes for residents.    
Methods: Cross-sectional data were collected from 243 residential carers. 
Measures included: demographics, knowledge of dietary/physical activity 
recommendations, self- reported encouragement/importance of health 
behaviours, physical activity/screen time (at work), unit ‘healthiness’ and 
necessary resources for creating a healthy environment.                
Results: Staff placed importance on the residents eating well and being 
physically active. However, examination of carer knowledge found significant 
gaps in staff education. Three key priority areas were identified to help build a 
healthy food and activity environment in residential OOHC: funding, 
professional development, and policy.                                                        
Conclusion: The findings suggest that carer knowledge of healthy lifestyles can 
be improved and that they need to be well resourced to ensure children in 
public care settings live in a healthy home environment.            
Implications: These findings may inform the development of ongoing 
professional development to improve carers’ health literacy, as well as policy to 
support dietary/activity guidelines for the OOHC sector. 
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Introduction 
  There is clear evidence from western societies that obesity is higher 
among socially disadvantaged populations1, yet little is known about obesity 
rates among the most vulnerable and disadvantaged children, those who live in 
out-of-home care (OOHC). International studies (e.g., US, UK) indicate high rates 
of overweight and obesity among children in OOHC2 and Australian estimates 
indicate that 62.8% are overweight/obese3, which is more than twice the 
prevalence (28.9%) of Australian children from similar, socially disadvantaged 
backgrounds4. To date, the contributing factors to weight gain in children in 
OOHC remain unclear. While the role of the obesogenic environment on weight-
related behaviour is well- established5, the differential effect of the obesogenic 
environment on vulnerable populations, such as children in OOHC, is unknown. 
  The evidence is clear that the family environment is critical to a child’s 
health and wellbeing and family behaviours influence future behaviours6. 
Parental knowledge, encouragement, support and modelling of healthy lifestyle 
behaviours, as well as availability of home resources have been identified as key 
influences7-8. Whilst not biological parents, care staff within residential OOHC 
are in loco parentis; that is, they function in a way that approximates parents for 
the children they look after. Hence, the aim of the current study was to examine 
carer knowledge, encouragement, support and modelling of healthy lifestyle 
behaviours and the availability of health resources in OOHC. We present here 
the baseline data that were collected as part of the Healthy Eating and Active 
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Living (HEAL) randomized trial9. 
Method 
Study design 
  Baseline data were collected in 2012-13 for The Healthy Eating and 
Active Living (HEAL) Study, a 12-month randomised trial to address risk factors 
of overweight and obesity among young Australian people in residential OOHC9. 
Briefly, the intervention comprised a free, multi-component healthy lifestyle 
program offered in three major OOHC community service organisations in 
Victoria, Australia9 and included surveying carers on their perceptions of 
sedentary/physical activity and diet. Ethics approval was provided by the 
Deakin University Human Research Ethics Committee and the Victorian 
Department of Human Services Research Coordinating Committee. 
Measures 
  Carer information was collected by the most convenient method for the 
carer (i.e., questionnaire mailed directly to the unit, online questionnaire or via 
phone interview). Baseline information included sex, age, Aboriginal and Torres 
Strait Islander status, educational attainment and time spent working in 
residential care. Table 4.3 summarises the questions and responses for carers 
that included: (1) knowledge of current dietary, physical and sedentary activity 
recommendations; (2) how encouraging they are of, and how important it is to 
them that, the young people in their residential unit are participating in physical 
or sedentary activities and eating fruits and vegetables; (3) modelling of 
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physical activity and screen time at work (measured using the Active Australia 
Survey10 - two items were added to record the time participants spent doing 
moderate physical activities at work; a daily average was calculated by dividing 
the estimated time by 7; (4) how healthy they feel their current residential unit 
is in terms of foods offered and prepared for adolescents living there, and 
providing opportunities for exercise/physical activity to adolescents; and (5) 
staff were also asked to comment on any resources needed in the unit to 
improve diet/physical activity outcomes for the young people living there. 
Table 4.3 
Summary of study measures 
Measure Item(s) Example Question(s) Response 
Options 
                  CARERS 
Knowledge Saturated fats 
Take-away meals 
Protein 
Vegetables 
Dairy 
Soft drink 
Lollies 
Fruit 
Physical activity 
Sedentary activity 
How many servings of 
VEGETABLES do you 
believe is healthy for 
the adolescent(s) to 
eat PER DAY? 
 
0-14 (serves) 
 What do you believe is 
the recommended 
amount of moderate to 
vigorous physical 
activity needed for 
adolescents to keep 
healthy, per day? 
 
Report 
hours/minutes 
 What do you believe is 
the daily 
recommended amount 
of screen time (TV, 
video game, and 
computer use) for 
adolescents? 
Report 
hours/minutes 
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Measure Item(s) Example Question(s) Response 
Options 
Encouragement 
 
Participate in 
physical activities 
 
Eat fruit and 
vegetables 
Watch TV 
 
Engage in 
sedentary activities 
 
Please rate how 
encouraging or 
discouraging you are 
of the following 
activities: I encourage 
the adolescent(s) to 
eat fruit and 
vegetables 
Five-point 
Likert scale: 
Not at all - 
extremely  
Importance Takes part in 
sporting activities 
 
Eats fruits and 
vegetables 
 
Spends time 
watching TV/DVDs 
How important is it 
that the adolescent(s) 
spends time watching 
TV/DVDs? 
Five-point 
Likert scale: 
Not at all - 
Extremely 
Modelling Moderate physical 
activities 
 
Sedentary 
activities 
In the last week at 
work, what do you 
estimate was the total 
time that you spent 
doing moderate 
physical activities 
whilst at work? (e.g. 
household chores, 
gardening, medium 
paced walk) 
 
Report 
hours/minutes 
  What do you estimate 
is the total time that 
you spent watching TV, 
videos, or DVDs whilst 
at work in the last 
week? 
Report 
hours/minutes 
OOHC Unit 
‘healthiness’  
Foods offered and 
prepared 
 
Opportunities for 
exercise/physical 
activity 
 
On a scale of 0-10 
please rate how 
healthy you feel your 
current residential 
unit is in terms of 
foods offered and 
prepared for 
adolescents living 
there. 
Ten-point 
Likert scale: 0 
=‘not at all 
healthy’, 10 = 
‘extremely 
healthy’ 
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Statistical Analyses 
  SPSS Statistics in 2014 (Version 21 for Windows, Chicago, IL, USA) was 
used to generate descriptive statistics. Carer knowledge responses were 
categorised according to the Australian adolescent recommendations for diet11 
and physical activity12 into ‘underestimated’, ‘within range’ and ‘overestimated’ 
(Table 4.4). The recommended serve of protein for young people aged 12-18 
years is 2.5 serves, dairy is 3.5 serves, and vegetables is 5 serves for girls and 5.5 
for boys; given only whole numbers were included as response options, 
responses were categorised as ‘within range’ if they responded within half a 
serve of the recommendation. There are no set recommendations for saturated 
fats, take-away, soft drinks and lollies; it is recommended that these 
foods/beverages should only be eaten ‘sometimes’ and in small amounts11. 
Therefore, estimates were made based on inclusion of these foods as a part of a 
balanced diet. All other variables were descriptive in nature and reported as 
means and/or percentage of respondents for each possible category. Carers also 
reported the availability of resources for health behaviour change in OOHC. 
Table 4.4 
Cut-offs used to determine carer knowledge of current recommendations 
Item Underestimated  Within Range Over Estimated 
Saturated Fats (per day) - 0 1+ 
Take-away (weekly) <1 1 2+ 
Protein (per day) <2 2-3 3+ 
Vegetables (per day) <5 5-6 6+ 
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Item Underestimated  Within Range Over Estimated 
Dairy (per day) <3 3-4 4+ 
Soft Drink (per day) - 0 1+ 
Lollies (weekly) <1 1 2+ 
Fruit (per day) <2 2 3+ 
Physical Activity (per day) <60 (mins) 60 (mins) >60 (mins) 
Sedentary Activity (per day) <120 (mins) 120 (mins) >120 (mins) 
 
Results 
  The study sample consisted of 243 residential care staff, with a mean age 
of 39.0 years (SD = 11.50, range = 19-69 years), 67% were female and 2.1% 
were Aboriginal or Torres Strait Islander. On average, carers had worked in 
residential OOHC for 33.2 months (SD = 37.0) and the majority had a certificate, 
advanced diploma or a graduate diploma qualification (61.9%). 
  Knowledge of adolescent dietary, physical and sedentary activity 
recommendations. Tables 4.5 and 4.6 show that the majority of staff correctly 
estimated daily servings of take-away foods, protein and soft drink; over-
estimated dietary fat, lollies and fruit; and under-estimated recommendations 
for dairy, vegetables, physical and sedentary activity. 
 
 
 
 94 
Table 4.5 
Carer knowledge of adolescent dietary recommendations  
 Underestimated (%) Within Range (%) Overestimated (%) 
Saturated Fat 0.0% (n= 0) 8.2% (n= 20) 91.8% (n= 223) 
Take-away 11.5% (n= 28) 78.6% (n= 191) 9.9% (n= 24) 
Protein 15.2% (n= 37) 52.3% (n= 127) 32.5% (n= 79) 
Vegetables 59.3% (n= 144) 25.1% (n= 61) 15.6% (n= 38) 
Dairy 44.9% (n= 109) 37.4% (n= 91) 17.7% (n= 43) 
Soft Drink 0.0% (n= 0) 72.4% (n= 176) 27.6% (n= 67) 
Lollies 35.8% (n= 87) 23% (n= 56) 41.2% (n= 100) 
Fruit 2.9% (n= 7) 21.8% (n= 53) 75.3% (n= 183) 
 
Table 4.6 
Carer knowledge of adolescent physical and sedentary activity recommendations 
 Underestimated (%) Within Range (%) Overestimated (%) 
Physical Activity 42.8% (n= 104) 28.4% (n= 69) 28.8% (n= 70) 
Sedentary Activity 59.7% (n= 145) 29.2% (n= 71) 11.1% (n= 27) 
 
  Encouragement and importance of healthy lifestyle habits. Table 4.7 
shows that more than 95% of carers were encouraging or more encouraging of 
participation in physical activities and eating fruit and vegetables, while 83% 
and 52% were either not encouraging at all or somewhat encouraging for TV 
viewing and sedentary activities. Carer importance of health behaviours was 
similar for both the young people and the carers (Table 4.7). 
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Table 4.7 
Carer encouragement and importance of health behaviours to OOHC residents (n = 
243)  
Encouraging health 
behaviours in young people 
Not at all-
somewhat 
encouraging 
Encouraging Very-extremely 
encouraging 
To participate in physical 
activities 
4.1%  35.4%  60.5%  
To eat fruit and vegetables  0.8%  18.5%  80.6%  
To watch TV 83.1%  13.6%  3.3%  
To engage in sedentary 
activities 
51.9% 34.2%  14.0%  
Importance of health 
behaviours for young 
person 
Not at all-
somewhat 
important 
Important Very-extremely 
important 
Young person takes parts in 
sporting activities 
7.4%  29.6%  62.9%  
Young person eats fruits and 
vegetables  
1.2%  11.1%  87.6%  
Young person spends time 
watching TV/DVDs 
71.3%  22.6%  5.8%  
Carer’s importance of health 
behaviours for themselves 
Not at all-
somewhat 
important 
Important Very–extremely 
important 
I take part in sporting 
activities 
22.2% 28.0%  49.8%  
I eats fruits and vegetables  0.8%  12.3%  86.8%  
I spend time watching 
TV/DVDs 
68.3%  20.2%  11.5%  
 
  Modelling of physical activity and television viewing (TV) while at 
work. Almost three- quarters (73.3%) of carers met the physical activity 
recommendation for adults; the mean daily time spent in moderate physical 
activities was 52.6 minutes (SD 54.14). Just over half reported watching TV for 
less than one hour at work (mean 18.1 min SD 30.1); 8.1% reported watching 
more than one hour; and 39.5% reported watching no TV. 
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  Carers’ perceptions of provision of healthy food and opportunities for 
physical activities. About one-third of carers rated the food (28.4%) and 
physical activity (31.3%) opportunities a score of five or lower out of ten, and 
less than 10% gave their unit a 10 for overall ‘healthiness’. 
  Needs assessment: identifying resources necessary for creating a 
healthy environment. Carers identified a range of funding, educational and 
policy needs that impede the delivery of healthy food and physical activity 
opportunities for young people in residential OOHC (Table 4.8). 
Table 4.8 
Carer reported needs assessment (to support healthy eating and physical activity 
in residential OOHC) (n=177*) 
Needs Frequency Examples 
Funding 58.2% Easier approval processes for funding 
opportunities 
 
Increased funding to support additional staff 
(to help overcome logistical issues e.g., limited 
car access, staff time restraints) 
Increased funding to support fees associated 
with joining sports clubs, gyms, uniforms 
and/or exercise clothing 
 
Increased funding to access recreational 
activities and gym facilities 
 
Increased funding to purchase more fruit and 
vegetables 
 
Increased funding to support purchase of 
equipment for the unit, i.e. basketball rings, 
bikes, gym equipment, boxing bags 
 
Increased funding to support additional storage 
for equipment and/or space to exercise 
Professional 
development 
31.1% Improved access to professional help including 
dieticians, personal trainers, sports coaches, 
motivational speakers 
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Needs Frequency Examples 
Information for carers and young people 
around the importance of healthy lifestyle 
 
Strategies to support healthy eating/physical 
activity 
 
Cooking classes 
 
Helping young people develop independent 
living skills (i.e. how to shop on budget etc.) 
 
Provision/access to recipe books and healthy 
meal plans 
Policy 23.2% Limits set around provision of energy-dense, 
packaged snack foods 
 
Staff are consistent with health messages 
delivered to the young people (with increased 
support from team leaders/senior 
managers/organisation), and improved 
planning 
 
Preparation of ‘healthier’ foods 
 
Easier access to sporting clubs/associations 
 
Easier approval processes RE: consent for 
participation 
*Sample size reflects: missing data (n=35), no additional resources needed 
(n=31). A percentage of carers listed multiple resources.  
 
 
Discussion 
 
  This is one of the first studies to explore͒and describe carer perceptions 
of healthy eating and physical activity opportunities͒in residential OOHC in 
Australia. A better understanding of these perceptions, aswell as identifying 
key resources needed to address weight-related behaviours in OOHC is the first, 
and a necessary step to address the higher rates of overweight and obesity 
among this vulnerable population of young people. The key findings of carers 
indicate that when asked how encouraging they are of healthy behaviours, not 
all carers responded at ceiling; that is, not all carers were ‘extremely 
 98 
encouraging’ of young people participating͒in sports or eating fruit and 
vegetables.This is not surprising, given that young people in residential care 
often present͒with complex emotional and behavioural issues that may include 
unresolved trauma from familial abuse and/or neglect, are͒at higher risk of 
engaging in self-harm or aggressive or sexualised behaviours, and have higher 
instances of substance abuse.14 With this in mind, one can appreciate how the 
acute needs of the young people often take precedence over healthy lifestyle 
priorities and may contribute to carers’ lower perception of healthy eating and 
physical activity as ‘extremely important’. Nevertheless, staff appeared to model 
appropriate levels of physical activity and TV viewing while at work. 
  Residential care work is clearly challenging for carers, and it often 
centres on crisis management and ensuring the safety of young people in their 
care. This may explain why one-third of carers reported actively encouraging 
sedentary activities and just under one-quarter rated TV viewing as ‘important’; 
staff mentioned the need to encourage sedentary activities at times to calm the 
common hyper-arousal of young people in their care. Certainly, the experience 
of trauma can predispose an individual to high levels of impulsivity, reactivity, 
dysregulation, aggression, hyper-vigilance, hyper-arousal, hypersensitivity and a 
heightened stress response.15 This presents͒a challenge for carers wanting to 
address͒the lifestyle habits of young people in care and it is important that they 
are resourced, trained and supported to consider alternative options, e.g. 
trampolining, drumming or walking. To do this, functional motives for 
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encouraging obesity-promoting behaviours, such as TV use, warrant further 
research. 
  The assessment of carers’ needs indicated that better funding, resources 
and education are key priority areas to help build a healthy food and activity 
environment in residential OOHC. A recent audit of residential OOHC͒in Victoria 
indicates that 80% of funding (for complex residential care) covers staffing costs 
(i.e. salaries, shift allowances, on-costs), leaving 20% for household expenses 
(i.e. food, clothes, utilities, medical, personal care and entertainment) and staff 
training.14 Importantly, this report concludes that the current system is 
operating over capacity, as a result of more young people – with increasingly 
complex needs – entering residential OOHC, as well as a trend for children 
staying longer in OOHC.14 In 2011, the Protecting Victoria’s Vulnerable Children 
Inquiry warned that the entire OOHC system is under significant stress. In 
response, the Victorian State Government has released an agenda for reform in 
OOHC, which highlights the issues surrounding current funding for OOHC and 
discusses a new funding model with increased flexibility, which is outcomes- 
focused and tailored to meet each child’s specific needs.16 Given that carers 
reported a lack of funding as a barrier to creating͒a healthy home environment, 
a potential solution is to mandate specific funding for healthy home 
environments as a part of this new funding initiative (e.g. for policy to state a 
specific proportion of OOHC budgets is to be spent on healthy food items). 
  Carers also believed funding was required͒to provide physical activity 
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opportunities, including club fees, gym equipment and membership. While 
community sports are͒an ideal platform for young people’s physical activity, the 
time and costs associated with an individual’s participation are potentially not 
appropriate in the residential OOHC setting under the current funding model. 
This finding reflects low literacy on physical activity, where carers’ perceptions 
are that physical activity had to be ‘organised’ rather than at leisure. This should 
be addressed. Greater emphasis could be placed on providing leisure-time 
physical activities that have no financial cost but may still have social or 
cognitive benefits for the young people, e.g. visits to local green spaces or having 
them assist with household shopping. 
  The findings also showed that the͒overall health literacy on adolescent 
recommendations for diet, physical activity and sedentary behaviour was mixed 
and generally low. In particular, the over- and under-estimation of 
recommended daily serves of fruit and vegetables, respectively, was interesting, 
given both the public͒health focus and considerable investment͒in social 
marketing to increase population consumption of fruit and vegetables.17͒Poor 
knowledge of government-endorsed guidelines is not unique to this 
population;18,19 however, that the majority of carers͒recognise the importance 
of consuming͒and encouraging the consumption of fruit and vegetables 
suggests awareness, but͒not necessarily knowledge. These responses may 
reflect social desirability. Interestingly, most carers (>70%) did not report the 
correct recommendations for physical activity and sedentary behaviour in 
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adolescents; again, research has shown that public knowledge of activity 
recommendations is limited.20-22 While the majority of carers also reported the 
need to encourage physical activity and limit TV and sedentary behaviour as 
very important, this potentially also reflects socially desirable responses, as less 
than 30% could state the recommendations. 
  Carers’ lack of awareness of physical activity, screen time and some 
dietary recommendations reflects their need for professional development as a 
key priority area. Indeed, recent evidence has identified insufficient levels of 
training and support for carers.13 This suggests that even the most well-
intentioned carer may struggle to enact positive change if their͒base knowledge 
is inadequate. This is further supported with carers’ observations of their unit’s 
‘healthiness’; less than 10% of carers gave their unit a 10 out of 10 for 
‘healthiness’. Again, this is indicative that staff capabilities need to be 
strengthened, especially in regards to providing healthy choices. One suggestion 
from carers was employing͒health professionals, such as nutritionists and 
personal trainers; however, these approaches are expensive and are not likely to 
be sustainable in the long-term. A more cost- effective alternative is to build staff 
capacity by incorporating professional development programs for carers that 
could include healthy food preparation, managing household food budgets and 
strategies to promote physical activity and reduce TV viewing. 
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  Practical recommendations to build healthy lifestyle habits in 
residential OOHC. The findings identify several areas of need that may inform 
the development of policy to promote healthy residential OOHC. These areas 
include, but are not limited to: 
x Developing standard guidelines on the provision, availability and access 
to food in OOHC residences.  
x Developing standard guidelines on the provision, availability and access 
to physical activity in OOHC residences.  
x Developing standard guidelines on availability and access to TV and 
other screen technologies in OOHC residences.  
x Professional development programs͒to underpin the dissemination of 
new policy areas and train staff in the delivery of healthy lifestyle 
behaviours. Such programs could be linked to accreditation and 
continuing education points.  
  Conclusion. To our knowledge, this is the first study to be conducted 
among OOHC carers to explore knowledge, support, encouragement and carer 
modelling of diet and physical activity behaviours. The study identified key 
areas of need including funding, professional development and policy. It is 
important that any professional development program is developed in 
conjunction with the needs of OOHC carers to ensure it accommodates 
competing demands associated with caring for vulnerable adolescents. 
Additionally, community service organisations that offer OOHC services should 
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consider upstream organisational mechanisms that will support the training, 
and the dissemination of relevant and appropriate food and activity guidelines. 
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4.4 Original Research 
Identifying organisational needs: Interviews with key stakeholders 
 
An important part of health promotion program development is inviting 
key stakeholders to contribute to program planning, implementation and 
evaluation (Bartholomew, Parcel, Kok, Gottlieb, & Fernandez, 2010). Particularly 
in the early stages of program development, community participation helps 
ensure that the program reflects a concern of the target population 
(Bartholomew et al., 2010). Another benefit of this approach is that key 
stakeholders can provide added knowledge and expertise, which helps program 
developers build on community strengths; it is essential that part of the 
intervention needs assessment includes assessing community capacity, and 
identifying available resources (Bartholomew et al., 2010). Hence, the aim of this 
study was threefold: (1) to better understand what policies and/or practices are 
currently in place to support a healthy lifestyle for young people living in 
residential care; (2) to identify any barriers to creating a healthy eating and 
active living environment in residential care; and (3) to identify existing ‘gaps’ in 
knowledge.  
Method 
Participants 
Participants were four key stakeholders who worked in an organisation 
responsible for the provision of residential out-of-home care (OOHC) services in 
Victoria, Australia. This included representatives from the (former) Department 
of Human Services, Berry Street, and The Salvation Army Westcare; participants 
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were selected from organisations who had consented to participate in the HEAL 
study (see Chapter Five of this thesis). The study sample consisted of three 
females and one male. Although each participant held a similar level of seniority 
within their organisation, their roles differed, and included services directors, 
and training and evaluation managers.  
Procedure 
Following approval from Deakin University Human Research Ethics 
Committee, participants received an email inviting them to participate in an 
interview. Interviews were conducted over the phone by author RC, and consent 
for completing the interview was confirmed at the beginning of the interview. A 
semi-structured interview schedule including both open- and closed-ended 
questions was used. Key stakeholders were asked specific questions relating to: 
(1) current organisational policies and/or practices to support healthy lifestyles 
for the young people living in residential care; (2) current strategies to support 
healthy eating and/or physical activity opportunities for young people living in 
residential care; (3) barriers to creating a healthy eating and active living 
environment in residential care; and (4) available training and other 
information sources, specific to leading a healthy lifestyle. The interviews with 
key stakeholders lasted approximately 15-20 minutes. Each interview was 
audiotaped.  
Results 
Given the small sample size, thematic qualitative analysis was not conducted. 
Instead, each of the three research questions were examined separately, and 
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responses are grouped under each question. Quotes are verbatim comments 
from participants. 
 
Question 1: What policies/practices are currently in place to 
support a healthy lifestyle for the young people living in residential care? 
When asked whether their organization had any policies and/or practices to 
support healthy lifestyle behaviours for young people in residential OOHC, 
responses were mixed. One key stakeholder identified and discussed the 
‘Looking after Children Framework’ (which is inclusive of a health dimension), 
and the ‘Health Assessment Framework’, one talked about agency registration 
standards (this was discussed in the context of providing a ‘homely’ 
environment’), one specified they had a wellbeing policy embedded in their 
organisational culture, and one stated that their organisation has a specific 
‘Health and Wellbeing Strategy’ which accords with the organisation’s strategic 
plan; this strategy aims to promote the health and wellbeing of staff, carers and 
mentors. In terms of specific strategies to support healthy eating and/or 
physical activity opportunities for young people living in residential care, one 
key stakeholder stated they currently have no explicit strategies, which target 
healthy behaviours: 
“Look beyond our ‘Looking After Children, and our ‘Health Assessment 
Framework’, I can't recall off the top of my head that we've got anything else 
physically in place”. [KS4] 
Whilst the remaining three didn’t identify specific strategies, they each 
discussed healthy lifestyles just being a part of what they do. For example: 
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 “I think that's certainly a part of what we do anyway in terms of the way that the 
units operate. That healthy eating and positive lifestyles is a part of our care team 
meetings with the kids…they have weekly meetings with the kids about what they 
want to eat and what recreational activities they have. So I think it's embedded in 
the practice anyway.” [KS3] 
 
Key stakeholders were also asked their opinion regarding how ‘effective’ 
they think residential care is, in terms of providing a healthy living environment. 
One key stakeholder believed current approaches to care provided an adequate 
healthy living environment, and the other three each stated they believed it is 
‘highly variable’.  This variation was mostly described in terms of carer 
capabilities. For example: 
 
“At the end of the day it’s based on individual staff moving away from what they 
might do at home and doing things more as a public parent. So that’s always the 
issue.” [KS2] 
 
“I think it’s a very mixed bag. I think that aspect of care has been 
underdeveloped…there's fundamentally been a lack of adequate knowledge about 
healthy eating and dedicated time and resources to support staff in becoming 
more knowledgeable and equipped.” [KS1] 
 
“Well I've sort of always prefaced a response to a question like this by saying, we've 
got to remember the cohort of kids that we've got in residential care. They are the 
most challenging, complex kids in the state. And they end up in residential care 
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because no other care environment is able to meet their complex needs or we have 
failed in being able to care for them in other family based arrangements. So within 
that context, I think it's really challenging and is probably variable in terms of how 
effectively we meet those needs.” [KS4]  
 
Question 2: What are the barriers to creating a healthy eating and 
active living environment in residential care? Each of the key stakeholders 
identified a number of barriers to promoting or role modelling a healthy lifestyle 
in residential care for direct-care staff. This included: (1) issues around staff 
recruitment (i.e., there are no minimum qualification requirements for the role); 
(2) lack of training specific to leading a healthy lifestyle; (3) carer’s own eating 
and physical activity habits; (4) more immediate priorities (i.e. responding to 
crisis situations); (5) time restrictions; and (6) carer confidence. For example: 
 
“The way that we recruit our staff, albeit it’s challenging recruiting staff to do this 
work…they’re not the most well paid staffing group around. They're not the most 
qualified, even though we encourage qualifications. They certainly don’t have the 
sort of capability and professional sort of qualifications that perhaps some other 
groups have. So that makes it a bit more challenging in terms of the calibre of 
people that you attract into the roles and what their motivation is.” [KS4] 
 
Each of the key stakeholders also identified a number of challenges to 
engaging the young people in ‘healthy’ lifestyle behaviours. This included: (1) 
the experience of trauma and disrupted attachment; (2) their experience of 
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parenting growing up, and the type of modelling they were exposed too; and (3) 
negative peer influences:  
 
“When you’re dealing with things that have happened at home and you’ve been 
removed from home and you’re having trouble at school and all that kind of stuff, I 
don’t think that that’s [health and wellbeing] necessarily on their radar in terms 
of the most important thing”. [KS3] 
 
“Their own experience of parenting and the modelling that they got as they grew 
up - the sort of entrenched habits that that produces. I also think trauma histories 
makes for complicated relationships with food. Issues of grief and loss and 
dysregulation as a result of trauma or child maltreatment, means being able to 
engage around healthy/healthier eating, it's just a bridge too far. I suppose other 
barriers are peer influence as well. It's pretty profound.” [KS1] 
 
Question 3: Where are current “gaps” in knowledge? When prompted 
to describe any training offered to direct-care staff, specific to leading a healthy 
lifestyle, each key stakeholder agreed that currently this type of training is not 
available: 
 
“Not about healthy lifestyle. It's [training] more around healthy brains - the 
training that we do is all about therapeutic care.” [KS2] 
 
Two key stakeholders did discuss direct-care staff being able to access 
seminars and/or resources associated with their organisational health and/or 
wellbeing strategies. For example, 
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“We have a wellbeing program here. Staff are certainly encouraged to attend any 
of the healthy lifestyle seminars that we've had running. We've had healthy 
cooking demonstrations. We also, once a year, provide staff with free medical 
checks to ensure that health wise they’re ok. So that’s certainly something that we 
have done over the last few years and residential staff have certainly attended 
that. [KS3] 
 
When asked whether positive role modelling of ‘healthy’ behaviours was 
included in staff training, responses were mixed. Two key stakeholders talked 
about staff-to-staff mentoring (where new staff participate in a ‘buddy’ system 
with a co-worker), one talked about it being embedded in the organization 
culture, and one clearly stated there is a need to build this approach into current 
training strategies. For example: 
 
“Very good question. I don't know that it is - hence the need for a strategy for 
young people that is driven by resi [residential care] workers via the fundamental 
mechanism of role modelling.” [KS1]  
 
Finally, the key stakeholders were asked whether there are any 
information sources (i.e., fact sheets or print information) available to staff 
around health or wellbeing. Again, responses were mixed. Two key stakeholders 
indicated there were few resources available, for example: 
 
“I'm not familiar with anything that’s been put out at a state-wide level but that’s 
not to say that individual organisations wouldn’t have information that they put 
out to their staff.” [KS1]  
 115 
“Probably not. I mean we used to have the QUIT stuff up and things like that…I 
know through the school they do some stuff about health and nutrition…So yes, I 
would say there's a little bit up but I wouldn't say it’s coordinated. [KS2] 
 
The remaining two indicated residential care staff did have access to 
resources, including: information about health needs of young people in 
residential care, recipes, and information sessions about promoting resilience. 
One key stakeholder commented: 
 
“Yes, as I’ve said [referring to previous responses about ‘Health and Wellbeing 
Strategy’], there's been recipe generation…There’s been a health check that we've 
provided here on site –formal health checks for people. There's been provision of 
an information session to staff on resilience, how to promote resilience. So that 
covered a whole range of topics like food intake and exercise etc. So there's been a 
number of elements that's inclusive of some actual resources and handouts.” [KS1]  
  
Discussion 
It was clear from interviews with key stakeholders that there is scope to 
improve the capacity of direct-care staff, and develop an organizational culture 
that fosters healthy lifestyle behaviours in the young people.  Whilst policies and 
practices do exist to support the health and wellbeing of young people, these 
appeared to be general organisational policies, and weren’t specific to healthy 
eating, physical activity or residential care; developing policies and/or practices 
specifically for residential care is important because it is a unique environment, 
and many young people in residential care present with complex needs. 
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Furthermore, whilst key stakeholders acknowledged examples of good practice, 
generally, they felt that improvements could be made to improve the provision 
of healthy foods and physical activity opportunities; this is likely due to the 
number of barriers that residential care staff can face when it comes to 
addressing a young person’s food and/or physical activity habits. It was also 
apparent there is a distinct lack of training and or resources, specific to leading a 
healthy lifestyle, for direct-care staff. This is an important knowledge gap, given 
carers assume a ‘pseudo’ parenting role, and are responsible for food 
preparation and engaging the young people in activities. Overall, the findings of 
this study indicate that more systemic changes are needed in order to improve 
the healthy lifestyles of young people living in residential OOHC. This includes 
increased support and training for direct-care staff, especially in role modelling 
of ‘healthy’ behaviours, and understanding the impact of food and physical 
activity on a young person’s mental and physical health.  
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CHAPTER FIVE 
Intervention design 
 
Chapter Three investigated the prevalence of overweight/obesity amongst 
young people in residential OOHC in Victoria, Australia, and revealed prevalence 
rates above those of young people in the general community (Australian 
Institute of Health and Welfare, 201419; Australian Bureau of Statistics, 201320). 
Chapter Four presented a series of studies, which can be used to help identify 
the foundations for the intervention. The next step in Intervention Mapping is 
to: (1) develop intervention strategies and program materials; and (2) review 
program ideas with key stakeholders. Before planning the intervention is was 
important to determine what has already been done in this setting. Therefore, 
part one of this next phase of research, includes a literature review of current 
interventions to address this issue in the target population. Following this, 
specific program objectives and materials were developed, as well as a clear 
plan for evaluation. The final phase of this research includes a brief summary of 
feedback from key stakeholders on the program scope, sequence, themes and 
program materials. This chapter includes one paper, which was published in the 
International Journal of Adolescence and Youth in 2013.  
  
19 Australian Institute of Health and Welfare [AIHW]. (2014). Childhood overweight 
and obesity. Canberra: AIHW.  
20 Australian Bureau of Statistics [Internet]. Canberra: ABS; 2013. Overweight and obesity. 
[updated 2013 Jun 7; cited 2014 Jul 07]. Available from: 
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/by%20Subject/4338.0~2011- 
13~Main%20Features~Overweight%20and%20obesity~10007  
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5.1 Literature Review  
Current Strategies and Interventions to Promote Healthy Lifestyles of 
Young People in OOHC: Is anything being done to foster healthy weight 
management amongst this vulnerable population? 
 
The data presented in Chapter Three of this thesis indicates that 
overweight and obesity is not only an issue for young people in residential out-
of-home care (OOHC) but also for the staff who care for them; combined rates 
indicated over 60% of young people, and over 70% of direct-care staff were 
overweight or obese (Cox et al., 2014). Evidently, developing effective 
intervention programs designed to prevent excessive weight gain may be an 
important step in influencing positive outcomes for young people living in 
OOHC. First, it is important to identify any existing programs; this helps 
determine if there are any “best practice” examples, which have proven efficacy. 
To this end, the aim of the current paper was to systematically review current 
intervention programs targeting overweight/obesity prevention for children 
and young people in OOHC.  
 
Method 
A literature search was undertaken to identify any interventions and/or 
strategies to address overweight/obesity amongst young people in OOHC. 
Studies were identified through electronic literature searching, using the 
following databases: Academic Search Complete, CINAHL Complete, Global 
Health, Health Policy Reference Centre, Health Source- Consumer Edition, 
Medline Complete, Social Work Abstracts, PsycINFO, Psychology and Behavioral 
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Sciences Collection, and PsycARTICLES. This search was extended to 
independent sites, including the (former) Victorian Department of Human 
Services (DHS), Australian Institute of Health and Welfare and Department of 
Health; this included searches for policies and reports pertaining to children in 
care. The search was limited to English papers published between January 2000 
and December 2012, and to children aged 2-17 years; this search was not 
limited to peer review, to allow the inclusion of independent government sites. 
The search strategy is outlined in Box 1 (below). The initial search yielded 480 
abstracts, which were screened by the first author (RC) for possible inclusion; 
studies that were designed for children with special needs (such as cerebral 
palsy or autism), and those aimed exclusively at infants (2 years and younger), 
or children not residing in OOHC, were excluded. Studies, which described 
interventions that did not target one of the following: (1) excessive weight gain; 
(2) healthy eating; or (3) physical activity, were also excluded. A lateral search 
of all papers’ reference lists was also completed. This resulted in seven articles, 
all of which were read in their entirety. Out of the seven identified studies, not 
one described an intervention developed specifically to promote healthy 
lifestyles amongst young people living in OOHC. However, three studies 
discussed specific approaches for intervention (Croft, 2011; Hadfield & Preece, 
2008; Schneiderman, Arnold-Clark, Smith, Duan, & Fuentes, 2012), and the 
remaining four described current approaches to health assessments for 
Australian children and young people living in OOHC.  
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Box 1. Search terms used in database searches 
 
 
Results  
 
Examining the prevalence of overweight and obesity amongst children 
and young people in OOHC is a relatively novel area of research, especially in 
Australia.  Predictably, there are few strategies or interventions designed 
specifically to combat overweight and obesity in children in OOHC. Whilst there 
are no tested intervention programs, researchers have identified different 
approaches and/or strategies for intervention (Croft, 2011; Hadfield & Preece, 
2008; Schneiderman et al., 2012). Specifically, Hadfield and Preece (2008) 
outlined a number of strategies that were introduced by the social care 
department to improve the health of a sample of looked after children (LAC) in 
England, including: (1) negotiating free access to sports centres for foster care 
children; (2) adoption of the ‘Healthy Living Strategy’, which offers additional 
training for foster care parents by LAC nurses; and (3) incorporating 
anthropometric assessments into each child’s health care plan. Similarly, 
Schneiderman et al., (2012) highlighted the need for the development and 
"residential care" OR "residential out-of-home care" OR "out-of-home residential care" 
OR "foster care" OR "child welfare" OR foster OR "out-of-home care" OR "kinship care" 
OR guardianship OR "looked after child*" 
 
AND prevention* OR intervention* OR RCT OR "randomi?ed trial" OR "randomi?ed 
control trial" 
 
AND health OR "healthy eating" OR diet* OR exercise OR "physical act*" OR activit* OR 
weight OR "weight changes" OR BMI OR health needs 
 
AND NOT “mental health” 
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implementation of programs that provide training to caregivers around offering 
a healthy lifestyle.  Specifically, Schneiderman et al. (2012) suggest policy 
and/or programs need to be developed to support: (1) identification of children 
who need obesity interventions by paediatric clinicians and child welfare 
departments, (2) provision of lifestyle intervention training to caregivers (and 
subsequent monitoring of caregivers adherence to interventions), (3) 
examination of children’s weight loss through regular health assessments, and 
(4) setting incremental goals to help overweight/obese children achieve a 
healthy weight status.  
 
Croft (2011) also discussed a number of possible intervention strategies, 
and explained that currently, LAC living in Camden (England) who are identified 
as overweight/obese are offered access to local community services including: 
(1) healthy eating initiatives in schools; (2) The Family Fun with Food Program; 
(3) Cooking4Life workshops; and (4) The Mind, Exercise, Nutrition, Do It! 
(MEND) program. The local council is also pilot testing a ‘COO-L card’ program. 
The ‘COO-L’ card is a pre-paid MasterCard that can be used by children living in 
OOHC to participate in sports, outdoor activities, dance lessons, or attend a gym. 
Another suggestion to help target weight gain in this population was to develop 
policy around regular health assessments for LAC. Specifically, Croft 
recommended advice around the importance of healthy eating and maintaining 
a healthy lifestyle should be written into every child’s health care plan. Whilst 
these programs represent a step in the right direction, Croft did note future 
challenges to consider when delivering interventions to LAC, including: (1) it is 
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important to ensure that children living in OOHC in regional or remote areas are 
offered similar initiatives; and (2) LAC services must ensure that all foster carers 
have sufficient training in how to facilitate a healthy lifestyle; attendance at 
training is typically poor.  Interestingly, no evaluation of current initiatives was 
offered or recommended.  
 
A broader search of the Australian literature revealed there are limited 
strategies and interventions that directly target weight gain in young people in 
OOHC, as part of children’s overall health assessments; certainly this is the case 
historically. In 2006, the Royal Australasian College of Physicians [RACP] stated 
“to date there is no unified response or specific policies or recommended 
standards of health assessment interventions for children in OOHC” (RACP, 
2006, p. 18). The 2006 ‘Report Card on Health’ also highlighted the disparity 
between different Australian states and territories; each jurisdiction has 
different systems and/or initiatives to tackle the health needs of children in 
OOHC (CREATE, 2006). Given the high level of health, psychological, and 
developmental needs of young people in OOHC, the RACP (2006) proposed a 
number of recommendations to help improve effective health care delivery to 
young people living in OOHC. This included routine health assessments upon 
entry into the OOHC system, establishing an individual health care plan and 
improved training and support for carers.  
 
In line with these recommendations, in 2007, the Victorian Child Safety 
Commissioner developed a Charter for Children in OOHC which included the 
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right “to stay healthy and well, and go to a doctor, dentist or other health 
professional when I need to” (DHS, 2007, p. 1). Subsequently, consistent with 
the charter, the (former) Victorian DHS developed a set of registration standards 
for community service organisations (CSOs) who provide OOHC services, which 
included guidance around health assessments (Webster, 2010). Specifically, the 
new standards require that each child has a comprehensive medical assessment 
(including mental health and dental) within a month of entry into OOHC 
(Webster, 2010). These standards are consistent with the policies of the 
American Academy of Pediatrics (AAP) which recommend that all children 
entering foster care have an initial examination upon entrance into care or soon 
after (to establish their immediate health concerns), followed by a 
comprehensive medical assessment within one month of being placed in care 
(which includes physical and mental health and developmental evaluations) 
(AAP, 2002). Similar policies have been enforced in the UK with authorities 
advocating for an initial health assessment within four weeks of entering OOHC, 
and recommendations incorporated into the young person’s health plan 
(Department of Children, Schools and Families & Department of Health., (n.d.); 
The Scottish Government., (n.d.)).  
 
Since the introduction of these standards, the (former) DHS have pilot 
tested a new health assessment initiative; the Entry to Care Health Assessment 
System. This system proposes: 
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1. An initial, comprehensive health assessment of each child and 
young person entering OOHC (within 30 days) by a general 
practitioner (GP), and  
2. A written health assessment and recommendations to the (former) 
DHS (Webster, 2010).  
The proposal also included: 
 An assessment by a paediatrician for each child aged 0-5 (on referral by a GP), a 
behavioural and emotional assessment by a specialised psychology service for 
children in OOHC such as Take Two21 and a dental check. Other medical or allied 
health services could be referred to as needed through the assessment process. 
(Webster, 2010, p. 4).  
Absent from this health assessment proposal is the inclusion of healthy weight 
management. Given both the high prevalence of overweight/obesity among 
these young people, and the long-term health implications of being overweight 
or obese, it is argued that ongoing health care should incorporate a routine 
assessment of weight. That is, policy should be developed around healthy weight 
management and recommendations written into every child’s health care plan. 
This could include advice for children and care staff about the importance of 
physical activity and healthy eating. It is important that this is not limited only to 
overweight/obese children but is inclusive of children who are underweight or 
in the healthy weight range, especially given international evidence suggests 
21 Jackson, A., Frederico, M., Tanti, C., & Black, C. (2009). Exploring outcomes in a therapeutic 
service response to the emotional and mental health needs of children who have experienced 
abuse and neglect in Victoria, Australia. Child and Family Social Work, 14, 198–212. 
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young people in OOHC are at risk of unhealthy weight gain whilst in care 
(Hadfield & Preece, 2008). Whilst the above recommendations hold practical 
significance, it is important to note that upon entry into care, details of the 
child’s medical and family history, alongside an intuitive parental appreciation 
of the child’s health and wellbeing may be unavailable (Webster, 2010). This 
poses a challenge to general practitioners asked to assess or treat children 
entering care, especially when there is no standardised assessment guide 
(Webster, 2010).  
 
The introduction of the first National Clinical Assessment Framework for 
Children and Young People in OOHC offers new clarity about how GPs can be 
involved in improving access to primary healthcare for this vulnerable 
population (Department of Health, 2011). This framework provides guidance on 
the provision of health assessments, as well as pathways to access clinical 
services for children and young people in OOHC. This framework includes the 
following core elements: 
1. A Preliminary Health Check that should be commenced as soon as 
possible and ideally no later than 30 days after entry to OOHC to 
determine areas of immediate concern. 
2. A Comprehensive Health and Developmental Assessment that should be 
completed within 3 months of placement. 
3. Further specific assessments and management, following the Preliminary 
Health Check and/or the Comprehensive Health and Developmental 
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Assessment, in accordance with the needs of the individual child or 
young person, on a case-by-case basis. 
4. Development of a Health Management Plan including a personal health 
record. The Health Management Plan should be integrated with other 
management plans (e.g. educational plans) into a single management 
plan for the child or young person. 
5. Follow-up monitoring in accordance with the clinical needs of individuals 
to ensure that existing issues are being appropriately addressed and new 
and emerging issues are identified and addressed. 
6. There will be a nominated officer/position with the role of Care 
Coordinator Health (CCH). This role could be provided by the statutory 
case officer or a health case manager and should be responsible for 
ensuring required health and development assessments occur, referrals 
to specialist services are made and that there is continuity of information 
and services following placement change. (The Department of Health, 
2011, online) 
Again, while this framework represents a step in the right direction, 
intervention studies are needed to establish whether these strategies translate 
into improvements in health outcomes for children in OOHC.  
 
Discussion 
 
This review highlights the paucity of prevention and intervention 
strategies that aim to address overweight/obesity in young people in OOHC. Of 
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the interventions described above, it was apparent there is a heavy reliance on 
public health services, including health care professionals and community health 
initiatives. Whilst these are an integral part of a holistic approach to targeting 
overweight/obesity, interventions that work specifically (and intensively) with 
both the young people and the people who care for them are needed. As their 
primary caregiver, it is essential that each young person’s case manager and 
carers have sufficient professional development and training around leading a 
healthy lifestyle, including healthy weight management. A recent study by 
Falkiner, Woffenden, Bell, and Nathan (2010a) interviewed case managers to 
determine the extent of their knowledge regarding health behaviours. Case 
managers were asked questions regarding their perceptions of healthy eating 
and physical activity, as well as available resources and barriers to a healthy 
lifestyle. The findings revealed that the majority of case managers considered 
healthy foods and exercise to be both important and beneficial to the young 
people and families they work with. Not only was it considered important, the 
majority of case managers indicated that assisting children and families to 
achieve a healthy lifestyle was a part of their service role. Despite these 
outcomes, this study revealed that few services had organisational policies or 
adequate staff training and/or resources to support healthy behaviours among 
their clients. The authors highlight that changes to organisational policy and 
continued professional development for staff would assist community service 
organisations to provide healthy lifestyle support to clients.  
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The findings of Falkiner et al. (2010a) are further supported by another 
study, which explored twelve Scottish residential care workers’ (RCWs) views 
and opinions around the health and wellbeing of young people living in OOHC 
(Anonymous, 2008). Similar to the study by Falkiner et al. (2010a), there was 
unanimous agreement among the RCWs that the health of the young people in 
their care was important to them, especially their mental health, however, it was 
acknowledged that health was never proactively discussed with the children in 
care. One worker even declared that they didn’t feel health was a part of their 
role as a RCW: 
 
Health is definitely important but apart from making sure the young person is clean 
and fed properly, I don’t really think their health is a part of my job unless they are ill 
and then I will make an appointment with the GP. (Anonymous, 2008, p. 59) 
 
In terms of encouraging the young people to be healthy, both the need to 
protect the children from further distress, as well as not wanting to jeopardise 
their relationships were offered as explanations for not endorsing health 
promoting initiatives or behaviours. A number of staff also indicated they didn’t 
have adequate knowledge or training to provide health guidance to the young 
people in their care. These findings indicate that the capacity of care staff may be 
limited, and further highlights the need for interventions to assist community 
service organisations to provide this support.  
 
 A later study by Falkiner et al. (2010b) responded to this need, and 
designed an intervention, which aimed to improve the healthy eating, and 
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physical activity support offered to staff that deliver home-visiting services to 
disadvantaged families. The intervention included the development and 
implementation of a new organisational policy and staff were offered: (1) 
additional training (i.e. how to role model healthy behaviours), (2) telephone 
support, (3) supplementary resources and, (4) performance feedback. Sixty-nine 
staff from 29 non-government human service organisations participated in this 
study. Post intervention, referrals to health professionals, role modelling and 
healthy lifestyle discussions with clients increased substantially. The results of 
this pilot are promising, with the findings indicating that providing staff with 
additional organisational support, training and resources may be a viable means 
of helping disadvantaged families create a healthier home environment. 
Although this study was not conducted with children living in OOHC, it provides 
a convincing argument for the implementation of similar interventions within 
community service organisations providing OOHC services.  
 
 Directions for Future Research. The current literature provides a clear 
indication that prevention and intervention strategies which aim to improve the 
eating and physical activity habits of children and young people in OOHC are 
needed. In particular, our findings suggest a greater focus on provision of 
support, training and resources (specific to healthy eating and being physically 
active) for children’s carers and caseworkers is necessary; direct-care staff are 
in a unique position to positively influence both the mental and physical health 
of young people living in OOHC. In order to do this, health and wellbeing must be 
an organisational priority, with ongoing professional development and training 
 130 
offered to staff around healthy eating and physical activity.  Although there is 
limited research specific to OOHC, research by Falkiner et al. (2010b) indicates 
that additional staff training around healthy eating and physical activity can help 
disadvantaged families create a healthier home environment.  
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5.2 Intervention Development  
 
The intervention described in this section, the Healthy Eating, Active 
Living (HEAL) intervention, was developed on the basis of research presented in 
previous chapters. Research presented in Chapter Three demonstrated that 
overweight/obesity is a significant issue amongst young people living in 
residential out-of-home care (OOHC). Following this, the findings of empirical 
research presented in Chapter Four, helped identify potential change objectives 
for the target population. For young people, this research focused on the 
presence of problematic eating and food-related behaviours, and for carers this 
explored access to professional development and training (specific to leading a 
healthy lifestyle), as well as carer knowledge, support, encouragement, and 
modelling of diet and physical activity behaviours. Together, these two strands 
of empirical research suggest that interventions, which target healthy lifestyle 
behaviours, should target problematic eating (young people), and staff 
capabilities (especially in regards to providing healthy choices).  
Although the rates of problematic eating identified in this thesis were 
high (nearly one quarter of young people presented with clinically significant 
eating problems), it was decided that addressing this problem would not fit 
within the scope of this intervention. This is because: (1) addressing 
problematic eating habits needs clinical assessment and intervention; and (2) 
the association between participant’s responses on the food maintenance scale 
and weight was non-significant. Instead, based on increasing evidence that 
 135 
behavioural interventions, which focus on diet and physical activity, can reduce 
the risk of overweight or obesity in overweight children (National Health and 
Medical Research Council [NHMRC], 2013), the current intervention focused on 
improving young people’s food and physical activity behaviours. One principle 
way of achieving lifestyle improvements is through cognitive and behaviour 
change (NHMRC, 2013).  
Increasingly, researchers and health professionals are turning to models 
of behaviour change to guide the development of strategies that encourage 
protective behaviours, and decrease behavioural risk factors (Conner & Norman, 
2005; Michie, 2008; Michie, Johnstone, Francis, Hardeman, & Eccles, 2008). The 
CALO-RE taxonomy of behaviour change techniques, developed by Michie et al. 
(2011), was used to guide the selection of behaviour change techniques in the 
HEAL intervention; this framework is designed specifically for interventions 
addressing physical activity and healthy eating behaviours. Importantly, each 
technique has been connected to theory-relevant constructs from popular health 
behaviour theories (Michie et al., 2011), making it a useful starting point for 
identifying intervention processes and content. The CALO-RE taxonomy lists 40 
techniques that interventions can use to change behaviour (Michie et al., 2011). 
This provided a preliminary list of possible intervention techniques, which was 
then refined to include only techniques that were deemed feasible, given the 
vulnerability of the target group, but also suitable in terms of intervention 
modality. A list of the behaviour change techniques that were selected to target 
healthy lifestyle behaviours in the young people are summarised in Table 5.1. 
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Table 5.1 
Behaviour Change Techniques Identified for Young People 
Technique* Definition* Intervention Example 
Provide information on 
consequences of 
behaviour in general. ͒ 
Involves giving the 
individual information 
about the relationship 
between the behaviour 
and its possible or likely 
consequences in the 
general case, usually 
based on 
epidemiological data, 
and not personalized for 
the individual.  
The Bittersweet Sugar 
Facts: Why less is more; 
Fact sheet, which outlines 
the physical outcomes 
associated with excess 
sugar in our diet.  
Goal setting 
(behaviour)͒ 
 
The person is 
encouraged to make a 
behavioural resolution 
(e.g. take more exercise 
next week). This is 
directed towards 
encouraging people to 
decide to change or 
maintain change.͒ 
 
HEAL coordinators met 
with each young person 
(one-on-one) to help him 
or her develop a ‘Strong & 
Active’ Plan. A key 
component of this plan 
was setting health goals 
in relation to eating and 
physical activity habits. It 
was important that these 
goals were decided on/set 
by the young person 
themselves. The young 
people were encouraged 
to make goals that were: 
(i) challenging, i.e., more 
than they were currently 
doing; (ii) realistic, i.e., 
something they know 
they can do; and (iii) 
specific, i.e. outline 
exactly what they plan to 
do. 
Action Planning Action planning
involves detailed 
planning of what the 
person will do 
As a part of their 
individual ‘Strong & 
Active’ Plan, each young 
person was asked to 
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Technique* Definition* Intervention Example 
including, as a 
minimum, when, in 
which situation and/or 
where to act. ‘When’ 
may describe frequency 
(such as how many 
times a day/week or 
duration, e.g., for how 
long).   
 
develop an action plan, 
which included the 
following steps: 
1. What exactly is it 
that you intend to 
do? 
2. How much will you 
do? 
3. How often will you 
do it? 
4. When will you start? 
5. Write down all the 
things that you will 
need to do in order 
to achieve your 
personal goal. 
6. How will you 
remember to do 
these things? 
Barrier 
identification/problem 
solving͒ 
 
This presumes having 
formed an initial plan to 
change behaviour. The 
person is prompted to 
think about potential 
barriers and identify the 
ways of overcoming 
them. Barriers may 
include competing goals 
in specified situations. 
This may be described 
as ‘problem solving’. If it 
is problem solving in 
relation to the 
performance of a 
behaviour, then it 
counts as an instance of 
this technique. 
Examples of barriers 
may include 
behavioural, cognitive, 
emotional, 
As a part of their 
individual ‘Strong & 
Active’ Plan, each young 
person was also asked to 
identify possible barriers 
to achieving their goal, 
and how they might 
overcome these barriers. 
For example: 
1. What might get in 
the way of achieving 
your personal goal? 
What can you do to 
avoid this? 
2. What is your backup 
plan if some of your 
strategies don’t 
work? 
3. How do you need to 
be thinking to 
maximise your 
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Technique* Definition* Intervention Example 
environmental, social 
and/or physical 
barriers.  
chances of doing 
what you plan to do? 
Plan social 
support/social change͒ 
 
Involves prompting the 
person to plan how to 
elicit social support 
from other people to 
help him/her achieve 
their target 
behaviour/outcome. 
This will include 
support during 
interventions e.g. 
setting up a ‘buddy’ 
system or other forms 
of support and 
following the 
intervention including 
support provided by the 
individuals delivering 
the intervention, 
partner, friends and 
family.  
As a part of their 
individual ‘Strong & 
Active’ Plan, each young 
person was also asked to 
identify social supports. 
For example: 
1. Who or what can 
support you to 
achieve your goals? 
Where possible, carers 
were encouraged to co-
participate, i.e. go for a 
walk with the young 
person. 
 
Prompt review of 
behavioural goals͒ 
 
Involves a review or 
analysis of the extent to 
which previously set 
behavioural goals (e.g., 
take more exercise next 
week) were achieved. In 
most cases, this will 
follow previous goal 
setting, and an attempt 
to act on those goals, 
followed by a revision 
or readjustment of 
goals, and/or means to 
attain them.  
 
Each fortnight, the HEAL 
coordinator met with 
each young person and 
reviewed their goals. This 
included completing a 
brief questionnaire which 
asked: 
1. Over the past 
fortnight have you 
been able to achieve 
your set goal(s)? 
2. If yes, did you notice 
any benefits from 
achieving your 
goal(s)? For 
example, did you 
feel more energetic? 
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Technique* Definition* Intervention Example 
Feel more alert? Feel 
better about your 
physical 
appearance? 
3. How confident do 
you feel that you can 
continue to achieve 
your goal(s)? Please 
rate from 0-10. 
4. If no, why was it 
difficult to achieve 
your goal(s)? What 
did you find 
challenging? 
5. What can you do to 
overcome these 
challenges so that 
you can achieve your 
goal(s)? 
6. What is your back 
up plan? 
7. Is there anything 
else you would like 
to work on next 
time, in addition to 
your current 
goal(s)? 
Participants were 
encouraged to revise or 
readjust their goals as 
necessary.  
 
Prompt rewards 
contingent on effort or 
progress towards 
behaviour͒ 
 
Involves the person 
using praise or rewards 
for attempts at 
achieving a behavioural 
goal. This might include 
efforts made towards 
achieving the behaviour 
or progress made in 
preparatory steps 
towards the behaviour, 
Young people were 
encouraged to identify 
self-rewards.  
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Technique* Definition* Intervention Example 
but not merely 
participation in 
intervention. This can 
include self-reward.  
Provide rewards 
contingent on 
successful behaviour͒ 
 
Reinforcing successful 
performance of the 
specific target 
behaviour. This can 
include praise and 
encouragement as well 
as material rewards but 
the reward/incentive 
must be explicitly linked 
to the achievement of 
the specific target 
behaviour i.e. the 
person receives the 
reward if they perform 
the specified behaviour 
but not if they do not 
perform the behaviour. 
This can include self-
reward. Provisions of 
rewards for completing 
intervention 
components or 
materials are not 
instances of this 
technique.  
Young people were 
encouraged to identify 
self-rewards.  
 
 
*Information was sourced from: Michie et al. (2011). A refined taxonomy of behaviour change 
techniques to help people change their physical activity and healthy eating behaviours: The 
CALO-RE taxonomy. Psychology and Health, 26(11), 1479-1498.  
 
For direct-care staff, it was clear that there is a need to build their 
capacity to provide a healthy eating, active living environment. Consequently, 
carer intervention targets focused on improving knowledge, support, 
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encouragement, and modelling of diet and physical activity behaviours; specific 
behaviour change techniques that were used for direct-care staff are 
summarised in Table 2. 
Table 5.2 
Behaviour Change Techniques Identified for Carers 
Technique* Definition* Intervention Example 
Provide information 
on consequences of 
behaviour in general. 
͒ 
Involves giving the 
individual information 
about the relationship 
between the behaviour 
and its possible or likely 
consequences in the 
general case, usually 
based on 
epidemiological data, 
and not personalized for 
the individual.  
The Bittersweet Sugar 
Facts: Why less is more; 
Fact sheet, which outlines 
the physical outcomes 
associated with excess 
sugar in our diet.  
Prompt rewards 
contingent on effort 
or progress towards 
behaviour͒ 
 
Involves the person 
using praise or rewards 
for attempts at 
achieving a behavioural 
goal. This might include 
efforts made towards 
achieving the behaviour 
or progress made ͒in 
preparatory steps 
towards the behaviour, 
but not merely 
participation in 
intervention. This can 
include self-reward.  
HEAL coordinators and 
direct-care staff were 
encouraged to give praise 
and encouragement for 
positive behaviours. 
 
Provide rewards 
contingent on 
successful behaviour͒ 
 
Reinforcing successful 
performance of the 
specific target 
behaviour. This can 
include praise and 
encouragement as well 
HEAL coordinators and 
direct-care staff were 
encouraged to give praise 
and encouragement for 
positive behaviours. 
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Technique* Definition* Intervention Example 
as material rewards but 
the reward/incentive 
must be explicitly linked 
to the achievement of 
the specific target 
behaviour i.e. the 
person receives the 
reward if they perform 
the specified behaviour 
but not if they do not 
perform the behaviour. 
This can include self-
reward. Provisions of 
rewards for completing 
intervention 
components or 
materials are not 
instances of this 
technique.  
 
Prompt identification 
as role 
model/position 
advocate͒ 
  
Involves focusing on 
how the person may be 
an example to others 
and affect their 
behaviour, e.g. being a 
good example to 
children. Also includes 
providing opportunities 
for participants to 
persuade others of the 
importance of 
adopting/changing the 
behaviour, for example, 
giving a talk or running 
a peer-led session.  
HEAL coordinators and 
direct-care staff were 
encouraged to ‘lead by 
example’, i.e. exercising 
with the young person or 
not drinking soft drinks in 
front of a young person. 
Environmental 
restructuring͒ 
 
 
The person is prompted 
to alter the environment 
in ways so that it is 
more supportive of the 
target behaviour e.g. 
altering cues or 
reinforcers. For 
example, they might be 
HEAL coordinators and 
direct-care staff were 
encouraged to discuss the 
best way to 
assist/support the young 
people to meet and 
achieve their goals. HEAL 
coordinators made 
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Technique* Definition* Intervention Example 
asked to lock up or 
throw away their high 
calorie snacks or take 
their running shoes to 
work.  
recommendations to 
improve the food 
offered/prepared and/or 
physical activity 
opportunities provided to 
young people, i.e. energy-
dense snacks were 
swapped with ‘healthier’ 
alternatives.  
 
*Information was sourced from: Michie et al. (2011). A refined taxonomy of behaviour change 
techniques to help people change their physical activity and healthy eating behaviours: The 
CALO-RE taxonomy. Psychology and Health, 26(11), 1479-1498.  
 
The next part of this chapter provides a detailed structure for the format 
and content of the intervention, as well as a comprehensive evaluation plan.   
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Abstract 
Rates of overweight and obesity increase significantly whilst children and young 
people are in out-of-home care. This paper provides the protocol for a study, 
funded by the Australian Research Council (2012–2014), being conducted to 
evaluate the effectiveness of a Healthy Eating and Active Living intervention 
programme for adolescents who live in out-of-home residential care. This 
randomised trial will be conducted with 118 adolescents aged 13–17 years of 
age in out-of-home residential care and the residential staff who look after them. 
Adolescents’ eating habits, physical activity levels, psychological well-being, 
body dissatisfaction and weight status will be assessed at baseline, immediately 
post the programme (which runs for 6 months), and again 12 months post 
baseline. Similar measures will be obtained from residential carers (across the 
same time points). If effective, this programme could be implemented as usual 
care to modify levels of obesity amongst these vulnerable young people. 
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Introduction 
Obesity is a major public health concern in Australia and globally 
(Withrow & Alter, 2011) and it is important to intervene to address obesity 
levels before adulthood (Lobstein, Baur, & Uauy, 2004). Current estimates 
indicate that childhood overweight is a serious problem in Australia, with over 
one-third (35%) of young people aged 12–24 years considered to be overweight 
(23.3%) or obese (11.3%) (Australian Institute of Health and Welfare [AIHW], 
2011). This is concerning given both the short-term and long-term 
consequences of being overweight or obese at this age, including increased risk 
of developing serious health problems (diabetes, hypertension and other 
cardiovascular diseases) and increased risk of premature death in adulthood (de 
la Eva, Baur, Donaghue, & Waters, 2002; Garnett et al., 2005; Lobstein et al., 
2004). We know also from our extensive research in the area of body image that 
the mental health issues most prevalent among adolescents in out-of-home care 
(OOHC) – namely elevated depressive symptoms, anxiety, and stress and lower 
levels of self-esteem – are highly correlated with body dissatisfaction across the 
lifespan and that body dissatisfaction is also associated with overweight and 
obesity (Clark, Skouteris, Wertheim, Paxton, & Milgrom, 2009; Fuller-
Tyszkiewicz & Mussap, 2009; McCabe & Ricciardelli, 2009; Mellor, Fuller- 
Tyszkiewicz, McCabe, & Ricciardelli, 2010; Ricciardelli & McCabe, 2004; 
Skouteris, Carr, Wertheim, Paxton, & Duncombe, 2005). 
 
Although the weight status of young people in Australia has been the 
focus of research in recent years, the risk of overweight and obesity for children 
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placed in OOHC has been largely ignored (Skouteris et al., 2011). Presently, 
there are around 32,000 Australian children living in OOHC (AIHW, 2012). 
Children and young people in OOHC experience poorer health than their 
counterparts in the general community, including lower levels of immunisation 
and attainment of educational objectives, and higher levels of mental health 
issues, behavioural disorders, risky health behaviours, illnesses and accidents 
(Carbone, Sawyer, Searle, & Robinson, 2007; Department of Families, Housing, 
Community Services and Indigenous Affairs, 2010; Fernandez, 2009; Nathanson 
& Tzioumi, 2007; Wise & Egger, 2007). Although research has been limited, 
more recent findings suggest a growing prevalence of obesity and associated 
health risks for young people in OOHC (Skouteris et al., 2011). 
 
Our systematic review (Skouteris et al., 2011) examined the literature on 
nutrition and weight-related issues for children in OOHC over the last decade 
and revealed that, worldwide, only six studies have examined these concerns: 
three Australian studies (Nathanson & Tzioumi, 2007; Tarren-Sweeney, 2006; 
Osborn, 2006), and three international studies (Hadfield & Preece, 2008; 
Schneider et al., 2009; Steele & Buchi, 2008). International studies provide a 
clear indication that rates of overweight and obesity increase significantly whilst 
children and young people are in care (Skouteris et al., 2011). The review also 
revealed a lack of strategies or interventions designed specifically to combat 
overweight and obesity in children in OOHC. In addition to our review, a recent 
study by Falkiner et al. (2010) examined OOHC case manager perceptions of 
healthy eating and exercise as well as assessing support structures and 
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resources. It was found that few staff members had adequate knowledge or 
training in physical activity or healthy eating, and few organisations had policies 
or resources and programmes in place to support healthy eating or physical 
activity among their young people who are living in OOHC. 
 
As a direct response to the growing prevalence of obesity and associated 
health risks for young people in OOHC, Berry Street – the largest independent 
child and welfare organisation in Victoria, Australia – developed the Healthy 
Eating and Active Living (HEAL) programme. The HEAL programme was 
designed to address this need for a healthy lifestyle programme in residential 
care units, as well as a secondary obesity prevention initiative. HEAL is a 12-
month (6 months intensively and 6 months maintenance), multi-component 
healthy lifestyle programme that is offered free to young people residing in 
residential care and the staff who care for them, irrespective of weight. The 
programme aims to provide the young people in out-of home residential care 
units with information and practical opportunities to make positive choices and 
behaviour changes in relation to their own eating and physical activity habits. 
HEAL also provides the staff who care for them with the professional 
development, resources and support needed to facilitate these behaviour 
changes among the young people in order to foster their psychological health 
and well-being and healthy weight management; it recognises the importance of 
positive role-modelling and its impact on young people. 
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The overall aim of this study is to conduct a randomised trial to measure 
the effectiveness of the HEAL programme across two major community service 
organisations that provide OOHC to disadvantaged adolescents in the State of 
Victoria, Australia – Berry Street and The Salvation Army Westcare24. It is 
hypothesised that the intervention HEAL group adolescents, in comparison with 
the wait-list group, at the completion of the 6-month intervention programme 
will: demonstrate greater consumption of fruit and vegetables, and a decrease in 
consumption of high-fat, high-sugar cordials, soft-drinks and juices and non-
essential, energy-dense snack foods; increase the number of days per week they 
are physically active for at least 60 minutes per day; demonstrate improved 
knowledge regarding key aspects of healthy eating, physical activity and 
sedentary behaviours relevant to the prevention of obesity and improving 
health and well-being generally; and exhibit lower levels of depressive, anxiety, 
and stress symptoms, lower body dissatisfaction, and greater self-esteem and 
quality of life. At 12 months post intervention these significant differences 
between the intervention and control group adolescents will be sustained, and 
the intervention group adolescents will also exhibit lower body mass index 
(BMI)-for-age z-scores. 
 
It is further hypothesised that the intervention HEAL group residential 
carers, in comparison with the wait-list control group, at the completion of the 
6-month intervention programme and at 12 months post intervention will: 
24 New participant groups were added after this paper was published: Wesley Mission Victoria 
and the (former) Department of Human Services Hustbridge Farm.  
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decrease the frequency with which they offer high-fat, high-sugar cordials, soft-
drinks and juices and non-essential, energy- dense snack foods to their child; 
increase the frequency with which they offer vegetables and fruit, water and 
milk (rather than cordials, soft drinks and juices) to the adolescents at meal 
times; demonstrate improved knowledge regarding key aspects of healthy 
eating, physical activity and sedentary behaviours relevant to the prevention of 
obesity and improving health and well-being in young people generally; report 
being more encouraging, and rate more highly the importance of, their residents 
eating well and being physically active; increase the frequency with which they 
model healthy behaviours around diet and physical activity; and provide greater 
opportunities for the young people in their care to engage in physical activity. 
Method 
Design 
The randomised trial design and time-line for the intervention and wait-
list control groups is shown in Figure 5.1. Baseline assessment of study variables 
will occur at recruitment. Follow-up assessments will take place at the end of 
the 6-month programme and again at the end of the 6-month maintenance 
programme. This project was approved by the Deakin University Human 
Research Ethics Committee on 23 February 2012 (DUHREC 2012-017). 
 
Participants 
The participants will be 118 adolescents aged 13–17 years of age in out-
of-home residential care across Berry Street’s four Regions in Victoria, Australia 
(Hume, Gippsland, Northern & Western Metropolitan, and South Eastern 
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Metropolitan) and The Salvation Army’s Northern and Western Metropolitan 
Region, Victoria, Australia, and the residential staff who care for them. Young 
people and staff will be eligible to take part if they can provide informed 
consent. Short-term/emergency care residents will not be included in the study; 
these young people represent 5% of all residents in OOHC. 
 
 
Figure 5.1. Study design. 
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Recruitment strategies 
Young people and staff will be recruited through the residential unit in 
which they live or work. Unit managers will be briefed on what participation in 
the research involves (for both young people and staff) and provided with HEAL 
recruitment instruction booklets. 
 
Procedure 
The intervention. An overview of the structure of the HEAL programme 
follows: (1) Month one: the HEAL coordinator will visit each unit to discuss one-
on-one with each young person their lifestyle habits, including eating and 
physical activity habits. Residential staff professional development (PD) 
sessions will be run across all units to ensure that all carers of young people 
know about the aims of the HEAL programme and their role in the programme; 
(2) Month two: the HEAL coordinator will meet with each young person one-on-
one to develop an individual health plan that focuses on fostering a healthy 
lifestyle, in relation to eating and physical activity habits; health goals are set by 
the young person. The HEAL coordinator then meets with staff from each unit to 
present an overview of each young person’s health plans and goals. The HEAL 
coordinator will also discuss with the residential staff how they can assist young 
people to meet their goals, and how residential staff can foster a healthy eating 
culture within the unit, especially in relation to positive role-modelling, 
encouragement, and instrumental behaviours (e.g. providing opportunities for 
physical activity, etc.); (3) Months three to six: the HEAL coordinator will work 
closely with the young people and residential staff (visiting no less than once per 
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fortnight) to ensure the goals of each young person are being met; and if not, 
ways to revise the health goals to keep the young people on track. Further PD for 
staff and educational sessions for young people will be offered throughout this 
four-month period, including healthy cooking classes, and inter-unit challenges 
to keep the young people motivated, such as the ‘Race Around the World 
Challenge’, Masterchef competitions, ‘Train the Carers Week’, sports challenges, 
and so forth. In addition, eight HEAL themes will be run each fortnight. Table 5.3 
outlines the fortnightly themes; each unit will receive posters and handouts on 
these fortnightly themes. 
 
Table 5.3 
 The 8 HEAL themes. 
Weeks Theme Title Discussion 
Topic(s) 
Intervention Content 
1 & 2 Developing 
Healthy Habits 
& Sleep 
Lifestyle issues 
related to food 
and physical 
activity and 
understanding the 
impact of sleep on 
their health and 
wellbeing.  
1) Reflect on food and exercise 
choices 
2) Consider why people develop 
unhealthy practices 
3) Understand barriers that 
prevent us from making 
healthier choices 
4) Understand that change is a 
process  
5) Be encouraged to start 
developing healthy habits 
6) Reflect on the quantity and 
quality of sleep they experience 
7) Understand how quality sleep 
benefits wellbeing  
8) Understand the impact of poor 
sleep on making healthier 
choices 
9) Identify techniques for enjoying 
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Weeks Theme Title Discussion 
Topic(s) 
Intervention Content 
better sleep 
3 & 4 Drinking Water 
& Reducing 
Sugar 
Drinking more 
water is a simple 
and achievable 
lifestyle change.  
 
The impact of 
excess sugar in 
the diet.  
1) Reflect on their choice of 
beverages 
2) Understand the benefits of 
being well hydrated 
3) Develop strategies to increase 
their water intake 
4) Reflect on the quantities of 
sugar they consume in drinks 
and food 
5) Understand the impact of excess 
sugar on their energy levels 
6) Understand the impact of excess 
sugar on weight control 
7) Be encouraged to identify ways 
of enjoying healthier levels of 
sugar 
5 & 6 FOODcents Healthy grocery 
shopping on a 
budget. 
1) FOODcents is an education 
program developed by the 
Western Australian government 
that helps people to achieve a 
healthy diet and to save money 
on their groceries. 
Please see: 
http://www.foodcentsprogram.com.au/  
7 & 8 Wellbeing Achievable 
lifestyle changes 
which can 
improve the way 
you feel.  
1) Reflect on their lifestyles 
2) Understand lifestyle factors 
which impact our health and the 
way we feel 
3) Develop strategies to increase 
their opportunities to feel better 
9 & 10 Reading Food 
Labels & Portion 
Sizes 
How to read food 
labels and 
appropriate 
portion sizes for 
adolescents.  
1) Boost staff’s knowledge of food 
labels, particularly how to read 
and understand the information 
provided on different food 
labels 
2) Understand what is meant by 
the term ‘portion’ 
3) Reflect on their current portions 
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Weeks Theme Title Discussion 
Topic(s) 
Intervention Content 
sizes 
4) Become more mindful of 
portion size 
11 & 12 2 + 3 Today & 
Reducing Fat 
Benefits of 
including fruit 
and vegetables in 
the diet and 
different types of 
fat available in 
our diet. 
1) Reflect on how many serves of 
fruit and vegetables they are 
enjoying each day 
2) Understand the benefits of 
eating a balanced diet 
3) Learn about ‘serving sizes’  
4) Identify techniques for enjoying 
at least 2 serves of fruit and at 
least 3 serves of vegetables each 
day 
5) Reflect on the amount of fat in 
their current dietary choices 
6) Understand the different types 
of dietary fat  
7) Be encouraged and feel 
motivated to reduce saturated 
and trans fats in their diet 
13 & 14 Fighting Fit The benefits of 
being physically 
active. 
1) Reflect on the amount of 
physical activity they do on a 
daily basis 
2) Understand the benefits of 
keeping active  
3) Feel motivated to increase their 
levels of physical activity  
15 & 16 Positive Body 
Image 
Simple and 
achievable ways 
to help young 
residents develop 
better body 
image. 
1) Reflect on how they see and feel 
about themselves  
2) Understand what it means to 
have positive body image 
3) Develop strategies to practice 
enjoying positive body image 
 
 
The wait-list control group. Young people and staff in this group will 
receive their usual care and will be assessed (same measures as the intervention 
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group) at baseline and follow-up (6 and 12 months post baseline). The wait-list 
control group will be offered the intervention at 12 months post baseline 
assessment (see Figure 5.1). 
 
Measures 
 
At recruitment, young people and staff will be asked to complete an 
informed consent form confirming their participation in the study. Each of the 
following measures will be administered at baseline, at the end of the 6-month 
intensive intervention and the end of the 6-month maintenance programme. 
 
Primary outcome – young people 
 
Daily dietary intake. The food questions from the brief Children’s Eating 
and Physical Activity Questionnaire [EPAQ] (Bennett, de Silva-Sanigorski, 
Nichols, Bell, & Swinburn, 2009) will be used. The EPAQ is designed to assess 
the intake of energy-dense foods and sugar-sweetened beverages. Reliability has 
been found to be adequate and has been validated for use with young children 
and adolescents (Bennett et al., 2009). 
 
Secondary outcomes 
Physical activity. The questions from the EPAQ related to physical activity 
and the two-item Adolescent Physical Activity Measure (Prochaska, Sallis, & 
Long, 2001), developed as a screening tool for adolescents in primary care 
settings, will be used to measure both sedentary and physical activity levels. 
Both measures have demonstrated reliability and validity (Bennett et al., 2009; 
Prochaska et al., 2001). 
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General distress and psychopathology. The Depression Anxiety and Stress 
Scale 21-item (Lovibond & Lovibond, 1995) will measure psychological health. 
 
Body dissatisfaction. A five-item version of the Body Dissatisfaction subscale of 
the Body Change Inventory (Ricciardelli & McCabe, 2002) will be used; this is a 
well validated measure of body image disturbances in male and female 
adolescents. 
 
Quality of life. The Personal Wellbeing Index – School Child Version (Lau, 
Cummins, & McPherson, 2005) is a brief, eight-item measure of well-being that 
has excellent psychometric properties. 
 
Self-esteem. Young people will be asked to complete the Rosenberg Self-
Esteem Scale (Rosenberg, 1965). This is a 10-item scale and the most widely 
used reliable and valid measure of self-esteem. 
 
Nutrition and physical activity knowledge. Young people’s knowledge of 
child nutrition will be assessed with the valid and reliable subscales of the 
Nutrition Knowledge Questionnaire (Parmenter & Wardle, 1999) and young 
people’s knowledge of child physical activity will be assessed by revising the 
questions from the brief Active Australia Survey (AIHW, 2003) to be relevant to 
adolescent guidelines, not adult guidelines. 
 
Body mass index. The height and weight of the young people will be 
measured with a stadiometer and standardised digital scales, respectively. 
Height and weight measures will then be converted to a BMI (kg/m2) for each 
participant. BMI will be standardised for age and gender using BMI-for-age z-
scores and change will be assessed using the BMI z-score slope following World 
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Health Organization recommendations for adolescents (de Onis & Lobstein, 
2010). 
 
Residential carer measures 
An audit of pantry/fridge contents and meals cooked across a one-week 
period (all meals cooked and offered to young people have to documented by 
residential staff on a daily basis) will be used to evaluate the first two 
hypotheses. Knowledge of child nutrition and physical activity will be assessed 
using the same measures administered to the young people. 
 
Carer modelling of physical and sedentary activities. The Active Australia 
Survey (AIHW, 2003) – A validated questionnaire that measures physical 
activity behaviour in adults – will be used to measure carer engagement in 
physical and sedentary activities (duration and nature). 
 
Carer encouragement and importance. Carers will also be asked to rate on 
a five-point Likert scale (‘very much’ to ‘not at all’) how encouraging they feel 
they are of, and how important it is to them that, their young people (are) 
participating in physical activities, eating fruits and vegetables, reading books, 
and watching television. 
 
The following measures will also be administered to carers at baseline 
and 6- and 12-months post baseline to allow us to determine whether individual 
differences in carer characteristics influence the efficacy of the HEAL 
programme (see Analyses section below). 
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Carer well-being. We will measure carer’s psychological health by 
administering the Depression Anxiety and Stress Scale 21-item (Lovibond & 
Lovibond, 1995). 
 
Job-related aspects of carer role. Carers will be asked about their level of 
experience in care giving for young people (in years). The Workplace Wellbeing 
Index (Page, 2005) will be used to measure job satisfaction and level of support 
from colleagues and supervisors. Job stress will be evaluated using the Effort–
Reward Imbalance Questionnaire (Siegrist, Wege, Pu¨hlhofer, & Wahrendorf, 
2009), and the Motivation at Work Scale (Gagne´ et al., 2010) will be used to 
evaluate motivation of carers. 
Other relevant variables. Other variables will be included to ensure 
comprehensive assessment and will be examined as secondary, or covariate, 
variables. For the young people these include substance use, smoking, gender, 
age, and length of time in OOHC; we will also ask about gender, age, and length 
of employment and smoking from the carers. 
 
Qualitative interviews 
We will invite 20 adolescents and their carers from the intervention to 
take part in an interview to obtain qualitative data in relation to barriers to 
creating a healthy environment and the support or resources that they find most 
useful in establishing and/or maintaining healthy behaviours and attitudes 
around diet and physical activity for themselves. These interviews will take 
place 14 months post baseline, and will inform us on the strengths of the 
intervention and subsequent programme development. 
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 Power, sample size, and retention 
The primary outcome for this intervention is child eating habits and 
dietary intake. Both the expected clinical effect of the intervention and 
variability of the primary outcome measure are important considerations. Thus, 
sample size calculations were based on Australian data by the Cancer Council 
that provide relevant parameter estimates from a large-scale study of secondary 
school children throughout Australia (n = 12,188) (Morley et al., 2012). This 
report estimated that 24% of adolescents have at least the recommended four 
serves of vegetables per day, 41% have three or more daily serves of fruit, and 
30% have four or more cups of soft drink per week. Consistent with our prior 
research (Skouteris, McCabe, Swinburn, & Hill, 2010), we adopted a 25% 
increase in healthy eating as a minimum target for this intervention. 
Accordingly, we aimed for the proportion of adolescents in our sample who met 
daily dietary requirements for fruit and vegetables to increase to 51% and 30%, 
respectively, and for consumption of four or more cups of soft drink per week to 
reduce to 24%. A prior power analyses with power of 0.95 and one-tailed 
significance tests (a = 0.05) were entered into G*Power version 3.1 (Faul, 
Erdfelder, Buchner, & Lang, 2009) and revealed that a sample of 118 was 
needed to evaluate change in dietary habits using logistic regression. 
Consequently, allowing for attrition of 20% (attrition rate in the HEAL pilot 
study, which is also typical of attrition rates in large longitudinal studies with 
multiple time points) we need to recruit approximately 146 young people to 
ensure a final sample of 118; with a total sample of 190 young people and 83% 
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of young people in the residential units agreeing to be part of the evaluation 
(prior to attrition), the initial recruitment sample of 146 is viable. 
 
Analyses 
Baseline data will be secured prior to treatment allocation, missing 
values will be scrutinised to check for non-random distribution, and primary 
analyses will be executed twice: once using observed data, and once using 
multiple imputation under multivariate normal assumptions using methods 
given by Schafer, so that all participants will be analysed in their allocated 
condition. Multivariate analyses of variance will test the between-group 
differences in the primary and secondary outcomes at each assessment time 
point and across time points for the young people and carers. Finally, the 
interview transcripts will be analysed using elements of phenomenology and 
thematic content analysis, with which we have experience. Although we will 
implement a strict protocol to ensure that the treatment received is consistent 
for all participants in the intervention group, prior research shows that 
individual differences in carer characteristics can still influence the efficacy of 
treatment programmes (Firth-Cozens, 2001; Gilligan, 2004; Kalra et al., 2004). 
Accordingly, we will evaluate (using multi-level modelling) the extent to which 
changes in key outcomes (i.e. eating habits and dietary intake) are influenced by 
carer characteristics that may influence the efficacy of treatment: psychological 
health (depression, anxiety, and stress), carer attitudes, and job-related 
influences (job satisfaction, level of experience in this position, and availability 
of resources to help carers in their job). 
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Discussion 
Epidemiological studies indicate childhood overweight and obesity is a 
serious problem in Australia (AIHW, 2012). Unfortunately, children living in 
OOHC are not exempt, and calls have been made recently to reverse this 
unhealthy trend. Developing effective prevention and intervention programmes 
for young people living in out-of-home residential care is an important step to 
overcoming rising overweight and obesity in this population. Targeting this 
group is especially important, given they are one of the most vulnerable and 
disadvantaged groups in our society. Currently, there is a paucity of strategies 
aimed at altering the eating and physical activity behaviours of this group 
(Skouteris et al., 2011). This study aims to address this urgent need to develop 
and test the effectiveness of the HEAL intervention programme for young people 
(and staff) residing in residential care. Our intervention will provide both young 
people and staff with information and resources to support them in the 
development of healthy lifestyle behaviours. If effective, this programme could 
modify levels of obesity and improve the psychological adjustment of these 
vulnerable young people. Furthermore, this study may further our knowledge 
regarding the effectiveness of programmes targeting physical activity and 
dietary behaviours amongst young people living in out-of-home residential care 
units. 
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5.4 Intervention Feedback 
 
Intervention Mapping encourages intended participants to review 
program ideas; this ensures that the intervention design and key strategies are 
appropriate for the target population (Bartholomew, Parcel, Kok, Gottlieb, & 
Fernandez, 2010).  Hence, the HEAL program protocol manuals, print materials, 
and activity ideas were informally presented to direct-care staff, across 11 focus 
groups (n=56), conducted by author RC during each unit’s fortnightly team 
meeting. The primary aim of these focus groups was to explore the barriers to 
creating a healthy eating and active living environment in residential care; 
however, questions were added to collect feedback on the intervention 
materials. The program manuals were also emailed to a range of key 
stakeholders, including senior managers, and written feedback was obtained. 
Overall, staff were enthusiastic about the program content and agreed that the 
current program and resources would be well received by the young people; no 
negative feedback on the program resources was provided. This is evidenced by 
the following quotes: 
“Yeah I reckon they’re cool. Because they seem fun.” 
“Yeah I think they are great.” 
Staff also agreed that the program resources seemed easy to 
implement/use on a daily basis, and would not significantly add to their 
workload. For example: 
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[Interviewer]: “In your opinion do staff have time (on top of their usual work 
load) to be proactive around offering and role modelling healthy behaviours?”  
RCW: “Absolutely. We’re doing it anyway. They’ll see us outside kicking the football 
and one of them will come and join us.” 
RCW: “Well that's our job, we have to. That's what we're here for - to provide them 
with a better way of life and giving them a normal life as possible. So it's a part of 
our role to do that. To support them for independent living, so they know they can 
go into the world on their own.”  
It was positive to see that even before the program was formally 
introduced, just showing carers the program materials sparked discussions 
around what they might be able to implement when the program started. One 
carer commented: 
“We could make it a set night. So Tuesday night we go to gym. You know, so they 
look forward to it. Instead of here and there, here and there I reckon?” 
Although brief, it was clear that the program and its associated materials 
were well received by the intended participants.  
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CHAPTER SIX 
Intervention implementation and evaluation 
 
The previous chapter outlined the proposed intervention, including key 
behaviour change techniques and a detailed plan for evaluation. The final step in 
Intervention Mapping is to implement and evaluate the intervention. Hence, the 
next phase of research outlines the findings of the HEAL study evaluation. Part 
one, presents a series of three studies, which have been submitted for 
publication in Child Abuse Review25, and part two includes comparative 
qualitative data.  
  
25 After presenting at the BASPCAN conference in Edinburgh in April 2015, Rachael was invited 
by the editor of Child Abuse Review to submit the HEAL evaluation as a series of three papers.  
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Series Overview 
 
Children in residential out-of-home care (OOHC) experience a wide array 
of adverse physical and mental health outcomes, most likely as a consequence of 
maltreatment and potentially compounded by adverse experiences and 
placement disruption in care (Bromfield & Osborn, 2007). One health risk that 
appears to have been overlooked is the prevalence of overweight and obesity of 
young people placed in OOHC. This evidence gap (particularly in Australia) is 
surprising given obesity is a major public health concern and the importance of 
early intervention is well established (Lobstein, Baur, & Uauy, 2004). Although 
the evidence is limited, international studies provide a clear indication that rates 
of overweight and obesity increase significantly whilst children and young 
people are in care (Skouteris et al., 2011). There is also emerging evidence that 
young people living in residential care and their carers have poor health literacy 
(Cox et al., 2015).  
 
Internationally, there are few studies that have trialed intervention 
programs designed to address overweight/obesity and unhealthy weight gain 
among young people living in OOHC. The Healthy Eating Active Living (HEAL) 
program was developed in response to this evidence gap and is, to our 
knowledge, the first program that simultaneously encourages both young people 
and their carers to engage in a healthy lifestyle. There are a number of OOHC 
living arrangements, including foster, kinship, residential care, and lead tenant, 
however, HEAL was implemented only in residential care because the 
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psychosocial and health outcomes for young people in this setting are poorer 
compared with those young people living in other OOHC arrangements and in 
the general population. The HEAL program was designed to address the need for 
provision of a healthy food and physical activity environment in residential care 
units.  
 
Implementing both an intervention and randomised trial evaluation 
within the child welfare sector has been a rich learning experience. The use of 
qualitative and quantitative methodologies has enabled us to triangulate 
program outcomes and provide a rich description of the HEAL implementation 
experience. In this series of three papers we provide the findings of the HEAL 
study evaluation using these mixed designs. In the first paper, we outline the 
quantitative findings from the HEAL randomized trial, discuss challenges of 
collecting quantitative measures for evaluative purposes within vulnerable 
populations, and provide recommendations to guide research in the social 
welfare sector that is reliant on young people's active participation. The second 
paper covers staff experiences of the HEAL program, highlighting positive 
program impacts, as well as barriers to implementing interventions in this 
population; it concludes with a summary of lessons learnt, and provides 
recommendations to successfully implement intervention programs in this 
setting. The final paper focuses on implementation from the perspectives of the 
HEAL coordinators and concludes with a series of recommendations to support 
sector-wide improvements in healthy eating and physical activity.   
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Abstract 
 
Internationally, there are few interventions that promote healthy lifestyles in 
the out-of-home care (OOHC) sector.  The aim of this quantitative study was to 
measure the efficacy of the Healthy Eating, Active Living (HEAL) program for 
young people who live in residential OOHC and their carers. Seventy young 
people and 177 carers were recruited between August 2012 and October 2014 
from 48 residential care units across metropolitan Melbourne and regional 
Victoria, Australia. The HEAL program included educational sessions for young 
people, and professional development for carers to foster healthy eating and 
physical activity. Young people and carers completed questionnaires measuring 
behavioural, psychosocial and motivational outcomes. Objective measures of 
height and weight were collected for young people and self-reported by carers. 
The findings revealed no evidence for the efficacy of the HEAL intervention for 
either young people or carers. The most likely explanation for the null result 
was difficulties associated with: (1) collecting quantitative data for evaluative 
purposes in vulnerable populations (particularly the impact of attrition on 
statistical power); and (2) implementing interventions in complex 
environments. We conclude with a summary of lessons learnt and 
recommendations for future research in this unique setting. 
 
Key Practitioner Messages: 
x There are a number of challenges inherent to collecting longitudinal data 
and/or employing a randomized trial design in this setting. Researchers 
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working in this area need to acknowledge the critical need for this type of 
research but also consider alternative approaches to data collection.  
x Future research should include the views of young people and carers 
regarding the design and evaluation of interventions in this setting.  
x Discrete methods of data collection are recommended.  
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Introduction 
 
A significant proportion of Australian children and young people (rate of 
8.1 per 1,000 children) live in out-of-home care (OOHC) (Australian Institute of 
Health and Welfare [AIHW], 2015). OOHC provides alternative housing for 
young people: (1) who have been subject to a child protection substantiation 
(due to abuse and/or neglect); (2) whose parents are unable to provide 
adequate care; or (3) who need accommodation during periods of family conflict 
(AIHW, 2015).  Young people living in OOHC are one of the most vulnerable 
population groups, and have poorer life and health outcomes than their same-
aged peers in the general community (Department of Families, Housing, 
Community Services and Indigenous Affairs, 2010). Historically, malnutrition 
has been a common concern for young people living in OOHC (Bennett et al., 
2010); however, international evidence suggests young people residing in OOHC 
are at increased risk of overweight/obesity (Skouteris et al., 2011). Data 
examining the rates of overweight/obesity among young Australians in OOHC 
are limited, but are estimated to be over 60% (Cox et al., 2014), and are 
accompanied by low engagement in physical activity and poor dietary habits. 
Furthermore, although OOHC residential carers identified the importance of 
leading a healthy lifestyle, their health literacy was poor (Cox et al., 2015).  
 
Overweight/obesity further compounds disadvantage in these young 
people and is associated with an increased risk of poorer health outcomes 
(Pulgarón, 2013). Conversely, healthy eating and active living has been 
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associated with positive physical and mental health outcomes in other 
vulnerable populations (Andrea et al., 2013; Conn et al., 2014; Gesch et al., 2002; 
Millichap & Yee, 2012; Wurtman et al., 1989) and highlights the need to develop 
effective intervention programs to address this issue in OOHC settings. 
Currently, strategies or interventions designed specifically to combat 
overweight/obesity in young people in OOHC are limited (Skouteris et al., 2011). 
The Healthy Eating Active Living (HEAL) program sought to address this 
limitation, and is the first intervention program, to our knowledge, that focuses 
specifically on whether improvements in the food and physical activity 
environment can improve physical and psychosocial outcomes for young people 
in OOHC. 
 
HEAL is a 12-month program (inclusive of 6 months of maintenance) that 
was offered to children in OOHC in Victoria (Australia) during 2012-2014, 
independent of their weight status. The HEAL intervention aims are to provide 
information and practical opportunities to help young people living in 
residential OOHC make positive choices and behaviour changes in relation to 
their eating and physical activity habits, as well as resource their professional 
carers to model, encourage, and support this change. The aim of this 
quantitative study was to measure the efficacy of the HEAL program across 
three major community service organisations (CSOs) that provide residential 
OOHC to disadvantaged young people. It was hypothesized that the young 
people in the HEAL intervention group, in comparison with the wait-list control 
group, at the completion of the 6-month intervention program and at 12 months 
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post intervention, would demonstrate: (1) greater consumption of fruit and 
vegetables; (2) decreased consumption of high-fat, high-sugar cordials, soft-
drinks and juices and non-essential, energy-dense snack foods; (3) an increase 
the number of days per week they are physically active for at least 60 minutes 
per day; (4) decreased sedentary behaviours (screen time, including TV, 
videos/DVD, or computer or video games); (5) lower levels of depressive, 
anxiety, and stress symptoms; (6) increased motivation to make dietary and/or 
physical activity related lifestyle changes; and (7) lower body mass index (BMI)-
for-age z-scores.  
 
It was further hypothesized that the residential carers in the HEAL 
intervention group, in comparison with the wait-list control group, at the 
completion of the 6-month intervention program and at 12 months post 
intervention would: (1) increase the frequency with which they model healthy 
physical activity behaviours (measures of carers daily dietary intake were not 
included to reduce participant burden and carers don’t always eat meals with 
the young people); (2) demonstrate lower levels of depressive, anxiety, and 
stress symptoms; (3) report being more encouraging, and rate more highly the 
importance of, their residents eating well and being physically active; (4) 
decrease the frequency with which they offer high-fat, high-sugar cordials, soft-
drinks and juices and non-essential, energy- dense snack foods to their child; (5) 
increase the frequency with which they offer vegetables and fruit, and water; (6) 
demonstrate improved knowledge regarding key aspects of healthy eating, 
physical activity and sedentary behaviours; and (7) exhibit lower BMI. 
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Method 
Design 
This randomised trial was conducted between August 2012 and 
December 2014 in Victoria, Australia, and was approved by the Deakin 
University Human Ethics Research Ethics Committee and the (former) 
Department of Human Services Research Coordinating Committee.  Quantitative 
data were collected at baseline and at 6- and 12-months post intervention 
(Skouteris et al., 201327).   
 
Study intervention 
HEAL provides education on physical and healthy eating activity ideas, 
community connections to foster healthy eating and physical activity in the 
young people and good role modelling among the staff. HEAL was delivered by 
trained coordinators (either an external appointment or an internal residential 
carer trained in the HEAL program protocols). The HEAL coordinator met young 
people individually to develop a tailored health plan that included goal setting 
around dietary and physical activity behaviours. The intervention was 
structured around eight fortnightly themes addressing healthy eating, physical 
activity, and wellbeing. HEAL coordinators delivered the professional 
development programs for staff and educational sessions for young people, 
including activities such as healthy cooking lessons and sport challenges. 
27 The current study did not meet the recruitment targets outlined in Skouteris et al. (2013); this 
is included as a discussion point in the current paper.   
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Detailed information about the 8 HEAL themes has been published in Skouteris 
et al. (2013). 
  
Procedure 
An information session was conducted by author RC at the unit 
manager’s team meeting for each OOHC residence (n= 48) across each study 
region (n= 8), explaining and inviting young people and their carers to 
participate in the HEAL study. Study regions were determined by the geographic 
location of each OOHC residence; 6 were within metropolitan Melbourne and 2 
were located in regional Victoria. Participation was voluntary and young people 
and carers were eligible if they could provide informed consent. OOHC 
residences in each selected region were randomized to either the intervention 
(n=25; 52%) or control (n= 23; wait-list for HEAL). Young people received a $30 
gift card for their participation, at each time point. Carers had a one in ten 
chance of winning a $50 gift card for their participation, if all three 
questionnaires were returned.   
 
Measures  
Measures were collected at baseline (T0), with follow-up measures 
conducted approximately six-months (T1) and 12-months (T2) post-
intervention. Carers completed a questionnaire using the most convenient 
method for the carer (i.e., questionnaire mailed directly to the unit, online 
questionnaire or via phone interview). In some cases (i.e. units with a low 
consent rate or poor questionnaire return rate), author RC visited unit team 
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meetings to discuss the study, and consenting staff completed the questionnaire 
during the meeting. For young people, each organisation appointed a data 
collection worker who assisted young people to complete a written 
questionnaire. Participants’ demographic information included sex, date-of-
birth, Aboriginal or Torres Strait Islander status, educational attainment, and 
time spent working (carers) or living (young people) in residential care.  
 
Primary outcomes – young people 
 
Daily dietary intake. Indicators of young people’s dietary quality was 
assessed by the reliable and valid Children’s Eating and Physical Activity 
Questionnaire [EPAQ] (Bennett et al., 2009). The EPAQ was designed to assess 
the intake of fruit, vegetables, energy-dense foods, and sugar-sweetened 
beverages. Participants are asked to record how many servings of the following 
beverages (fruit juice, cordial or soft drink, water, plain milk and flavoured 
milk), and foods (vegetables, packaged snacks, fruit, confectionary and/or 
chocolate, and cakes/sweet biscuits) they consumed on the previous day. 
Response options ranged from 0 to 6+ for beverages, and from .5 to 5+ for foods. 
Total scores for ‘sugary drinks’ was calculated by adding reported serves of fruit 
juice, cordial, soft drink and flavoured milk; ‘healthy foods’ was calculated by 
summing reported serves of fruit and vegetables; and ‘unhealthy foods’ was the 
sum of packaged snacks, confectionary and/or chocolate and cakes/sweet 
biscuits. Scores were reported as mean servings. 
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Physical activity. The validated Adolescent Physical Activity Measure 
(Prochaska, Sallis, & Long, 2001) was used to measure physical activity levels. 
Two single-item measures assessed physical activity over the past 7 days (e.g. 
‘Over the past 7 days, on how many days were you physically active for a total of at 
least 60 min per day?’), and over a ‘typical’ or ‘usual’ week (e.g. ‘Over a typical or 
usual week, on how many days are you physically active for a total of at least 60 
min per day?’). Only item one was included in the current analyses. The physical 
activity questions from the EPAQ were used to determine screen time, a proxy 
measure of sedentary activity levels (TV, videos/DVD, or computer or video 
games). Participants were asked to record screen time (hours/minutes) on the 
previous day across three time points: morning, afternoon and evening (after 
6pm). Responses across each item were summed to calculate a daily average.  
 
Secondary outcomes – young people 
 
General distress and psychopathology. Symptoms of depression, anxiety, 
and stress were measured using the Depression Anxiety Stress Scale 21 [DASS 
21] (Lovibond, & Lovibond, 1995). The DASS is a 21-item measure, with items 
ranked on a scale of how often the statement applied to the individual in the 
past week. The DASS 21 is a short form version of the DASS 42; each subscale is 
given a score out of 21, summed from the seven items for each construct (stress, 
depression and anxiety), multiplied by two and classified according to the 
severity of the symptoms, with five possible classifications; normal, mild, 
moderate, severe, and extremely severe. Cronbach’s alphas for the current study 
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were; .87 (T0), .92 (T1), .91 (T2) for the depression subscale; .77 (T0, T1), .86 
(T2) for the anxiety subscale; .86 (T0, T1), and .92 (T2) for the stress subscale.  
 
Motivation to make healthy lifestyle changes. Six questions were 
developed (specifically for the HEAL study) to assess the young people’s 
motivation (operationalised as importance, confidence, and readiness) to make 
diet and physical activity-related lifestyle changes. For example, ‘How important 
is it for you to manage your diet and to be healthy given everything else going on 
in your life right now?’. Participants rated their importance, confidence, and 
readiness on a scale of 0 (not important/confident/ready) to 10 (extremely 
important/confident/ready). Scores were reported as means for each of the six 
items.  
 
Body Mass Index (BMI). HEAL data collection workers measured the 
height (m) and weight (kg) of young people at T0, T1, and T2. BMI-for-age z-
scores were calculated and categorised according to the World Health 
Organization (WHO) growth reference for school-aged children and adolescents 
(de Onis et al., 2007). 
 
Residential carer measures 
Role modelling. Carers’ physical activity levels were measured using two 
items developed for the HEAL study. These items were modeled off the validated 
Active Australia Survey (AAS; Australian Institute of Health and Welfare, 2003) 
and asked participants to record time spent doing moderate physical activities 
at work (e.g., household chores, gardening, and medium paced walk) and time 
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spent watching TV, videos, or DVDs at work, in the last week. Participants 
recorded the time in hours and minutes; a daily average was calculated by 
dividing the estimated time by 7.  
 
BMI. Carers self-reported their height and weight. Carer BMI was 
   ȋηʹͷȀ2Ȍ   ȋη 30kg/m2) (World Health 
Organisation, 2000). 
General distress and psychopathology. Symptoms of depression, anxiety, 
and stress among carer’s were measured using the Depression Anxiety Stress 
Scale [DASS] (Lovibond, & Lovibond, 1995). Cronbach’s alphas for the current 
study were: .85 (T0), .90 (T1), .86 (T2) for the depression subscale; .70 (T0), .76 
(T1), .70 (T2) for the anxiety subscale; .81 (T0), .86 (T1), .84 (T2) for the stress 
subscale.  
 
Encouragement of healthy lifestyle behaviours. Carers were asked to rate 
on a five-point Likert scale (‘extremely’ to ‘not at all’) how encouraging they are 
of, and how important it is to them that, the young people in their residential 
unit participate in physical or sedentary activities, and eat fruit and vegetables. 
To examine positive shifts in behaviour change, only carers who selected ‘very-
extremely important/encouraging’ (across each time point) were included in 
analyses.  
 
Support of healthy eating. Carers were also asked to report how 
frequently they ‘offer’ a range of different foods/drinks. The response options 
that included: ‘never’, ‘once per week’, ‘2-4 times per week’, ‘5-6 times per 
 188 
week’, ‘once per day’, or ‘2 or more times per day’, were collapsed into three 
categories: ‘daily’, ‘weekly’ or ‘never’. Only daily consumption was included in 
analyses to determine whether the frequency in which different foods are 
offered daily changed over the course of the intervention.  
 
Knowledge. Carers were asked to report the national recommendations 
for adolescents’ diet (fruit, vegetable, dairy and protein), physical activity and 
screen time (National Health and Medical Research Council, 2013; Department 
of Health, 2014). Responses were categorized as correct, under-estimated, or 
over-estimated.   
 
Analyses 
Preliminary analyses were conducted to examine baseline differences 
between groups across all study variables. Only participants with baseline data 
and at least one follow-up were included in statistical analyses. Descriptive 
statistics were generated for the following variables: demographics, behavioural 
characteristics, knowledge, and psychopathology, across intervention groups. 
The prospective study design, together with the nested data structure of young 
people and carers within intervention groups and residential care units, and the 
quantity of missing data, required multilevel analysis (Quene & van den Bergh, 
2004). The multilevel model accounted for dependency among data collection 
time points (Level 1), intervention groups (Level 2), and residential care units 
(Level 3), allowing for more accurate tests of the efficacy of HEAL.  
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For young people, multilevel models were run separately for each of the 
primary (mean serves of sugary drinks, healthy/unhealthy foods, time spent 
watching TV and number of active days) and secondary outcome measures 
(BMIz scores, depression, anxiety and stress symptoms, and motivation to make 
healthy lifestyle changes). For carers, no specific primary or secondary outcome 
measures were identified. All multilevel models were run separately for carers 
and young people and consisted of two key steps. First, intraclass correlations 
were calculated individually for each dependent variable to indicate the 
variance within each level. Second, a three-level random effects model was run: 
At Level 1, an individual’s score on the outcome variable (i.e., the DV) was 
regressed onto a time variable (baseline, post-intervention, and follow-up, with 
this variable centered at baseline). This slope was allowed to vary at Levels 2 
and 3, thus permitting the possibility that changes in the DV across time differed 
across individuals (Level 2) and unit (Level 3). At Level 3, both the DV and the 
random slope for the relationship between time and DV were regressed onto 
group (control vs. intervention) to test the main effect of group and the 
interaction between group and time, respectively. This interaction term 
constitutes a test of the efficacy of HEAL. The sample size (n = 48 for number of 
units at Level 3) is sufficient for testing the effect of intervention on key 
outcomes (Maas and Hox, 2005). Missing data were handled using the default, 
maximum likelihood estimation option available in MPlus (Version 7.3, Los 
Angeles, CA).  
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Results 
Participants 
Participants were recruited from 48 residential units between August 
2012 and October 2014.  In total, 177 carers and 70 young people participated 
at baseline. 118 carers and 51 young people were lost to follow-up (see Figure 
6.1). Participant dropout was not related systematically to study variables. High 
rates of attrition were observed because young people transitioned out of the 
OOHC setting and carers changed employment. Fourteen carers and one young 
person swapped treatment groups across the course of the intervention, as a 
result of moving between OOHC residences. These participants were excluded 
from analyses due to possible contamination effects. Figure 6.1 shows a flow 
diagram of the randomization and participation at baseline, T1 and T2 (i.e., 6 
and 12-months post intervention). There were no significant differences 
between HEAL participants and those lost-to-follow-up. Baseline participant 
characteristics are presented in Table 6.1. There were no significant differences 
between intervention and control groups across baseline demographics for 
carers and young people, however, young people in the control group were 
significantly older than those in the intervention.   
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*This is the total number of carers/young people recruited across the study; new participants 
were approached to participate at each of the three time points (Baseline, T1, and T2). Excluded 
participants (n = 14) are not included in this total.  
Figure 6.1. Flow diagram of randomization and participation at each time point. 
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n=16
New recruits n=14
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 192 
Table 6.1 
Sample baseline characteristics 
 
 
Carers 
Characteristic HEAL Intervention Wait-list Control p-value 
n Value n Value  
Age, mean (SD), years 112 38.20 (11.50) 58 41.41 (12.44) .09 
Gender, n (%) 116  61  .91 
Male  50 (43.1)  25 (41) 
Female  66 (56.9)  36 (59) 
Aboriginal or Torres Strait Islander status, n (%) 115  61  -* 
Yes  3 (2.6)  2 (3.3) 
No  112 (97.4)  59 (96.7) 
Educational attainment, n (%) 115  60  .90 
Did not complete secondary school  13 (11.3)  5 (8.3) 
Year 12 or equivalent  12 (10.4)  7 (11.7) 
Certificate/Diploma  72 (62.6)  37 (61.7) 
Bachelor/postgraduate degree  18 (15.7)  11 (18.3) 
Current smoker, n (%) 116  61  .24 
Yes  69 (59.5)  30 (49.2) 
No  47 (40.5)  31 (50.8) 
 193 
 Carers
Characteristic HEAL Intervention Wait-list Control p-value 
n Value n Value  
BMI category, n (%) 116  61  -* 
Thin  3 (2.6)  0 (0.0) 
Healthy  27 (23.3)  17 (27.9) 
Overweight  36 (31.0)  22 (36.1) 
Obese  50 (43.1)  22 (36.1) 
BMI, mean (SD), kg/m2 116 30.42 (9.50) 61 29.00 (6.13) .28 
 Time spent working in residential unit, mean (SD), months 113 29.65 (31.00) 58 38.65 (46.25) .18 
Young People 
Age, mean (SD), years 58 14.20 (1.90) 12 16.00 (0.90) <.001 
Gender, n (%) 58  12  .34 
Male  27 (46.6)  8 (66.7) 
Female  31 (53.4)  4 (33.3) 
Aboriginal or Torres Strait Islander status, n (%) 58  12  -* 
Yes  9 (15.5)  0 (0.0) 
No  49 (84.5)  12 (100.0) 
Current Education Level, n (%) 56  12  -* 
Primary School  8 (14.3)  0 (0.0) 
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 Carers
Characteristic HEAL Intervention Wait-list Control p-value 
n Value n Value  
High School  44 (78.6)  10 (83.3) 
Other (e.g. TAFE)  0 (0.0)  2 (16.7) 
Not currently enrolled  4 (7.1)   
Current smoker, n (%) 58  12  -* 
Yes  41 (70.7)  10 (83.3) 
No  17 (29.3)  2 (16.7) 
BMI category, n (%) 58  12  -* 
Thin  0.0(0.0)  0.0(0.0) 
Healthy  17 (29.3)  5 (41.7) 
Overweight  21 (36.2)  2 (16.7) 
Obese  20 (34.5)  5 (41.7) 
Time spent living in residential unit, mean (SD), months 57 21.82 (23.31) 11 22.40 (14.70) .94 
 
NOTE: Sample sizes differ across measures because missing values were not replaced on demographic variables. *Assumptions of chi-square 
concerning the ‘minimum expected cell frequency’ was violated; significance was not calculated.
 195 
The mean outcome scores, SDs and interclass correlations (ICCs) by 
study group at each time-point are presented in Table 6.2 (young people) and 
Table 6.3 (carers). To give an indication of participant responses for categorical 
variables, percentages for outcome measures were also reported in Table 6.4 
(carers only). Multilevel analyses revealed significant main effects for time 
across confidence to change (diet) (B = -0.77, p = 0.04), and importance (young 
person takes part in PA) (B = 0.17, p = 0.04), see Table 6.5. Significant main 
effects for group were also found across readiness (diet) (B = -2.09, p = 0.01), 
readiness (exercise) (B = -2.10, p = 0.00), and unhealthy foods (B = 2.73, p = 
0.03), see Table 6.5. However, the rate of change in study variables did not 
significantly differ by group for young people or carers (see Table 6.5-6.7). 
 
 196 
Table 6.2                                                                                                     
Means, SD, and ICCs of outcome measures at baseline (T0) and six-month (T1), and 12-month (T2) follow-ups for HEAL 
intervention and wait-list control group – young people 
 Intervention Control ICC 
 T0 T1 T2 T0 T1 T2 Individual Unit 
Daily dietary intake, mean(SD)         
Sugary Drinks, serves  3.30(3.0) 2.90(2.70) 2.44(2.20) 3.50(3.40) 2.00(2.92) 2.33(2.52) 0.235 0.043 
Healthy Foods, serves  1.93(1.82) 2.42(2.32) 2.34(2.52) 2.70(2.45) 3.00(2.12) 1.70(2.90) 0.186 0.008 
Unhealthy Foods, serves  2.30(2.92) 3.00(3.00) 3.53(4.15) 5.00(5.50) 1.80(2.05) 2.33(3.21) 0.040 0.210 
Physical activity, mean(SD)         
Active days (weekly) 3.60(2.52) 3.92(2.33) 2.75(2.20) 3.20(2.55) 5.60(2.61) 5.70(2.31) 0.247 0.045 
Television Viewing,             
(mins/day) 165.80(203.60) 133.25(158.90) 173.44(232.60) 222.50(223.60) 205.00(272.72) 60.00(103.92) 0.269 0.011 
Psychopathology, mean(SD)         
Depression symptoms1 14.3(11.7) 12.9(12.7) 17.4(14.0) 7.0(6.3) 12.0(17.0) 2.6(4.6) 0.185 0.173 
Anxiety symptoms2 11.9(9.5) 9.50(8.0) 14.3(12.4) 7.0(7.5) 10.0(10.8) 2.0(3.5) 0.123 0.226 
Stress symptoms3 18.7(12.0) 14.9(11.1) 20.4(13.2) 11.3(11.1) 16.4(15.3) 6.0(10.4) 0.131 0.180 
Importance, confidence & 
readiness, mean(SD) 
        
Importance (diet)4 6.4(2.6) 5.7(3.2) 5.9(3.3) 5.5(3.3) 6.2(3.3) 8.3(2.9) 0.315 0.039 
Importance (exercise) 4 6.9(2.6) 5.4(3.2) 5.6(2.8) 5.9(2.8) 6.0(4.3) 8.3(2.9) 0.299 0.054 
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 Intervention Control ICC 
 T0 T1 T2 T0 T1 T2 Individual Unit 
Confidence (diet) 4 6.6(2.3) 5.8(2.5) 5.3(3.1) 5.3(3.9) 6.4(3.6) 6.7(2.9) 0.240 0.084 
Confidence (exercise)4 6.7(2.4) 6.1(2.5) 5.3(3.0) 5.3(3.4) 6.0(4.3) 6.7(2.9) 0.177 0.131 
Readiness (diet) 4 6.9(2.5) 5.8(2.5) 5.2(3.1) 4.8(2.8) 5.8(4.0) 6.3(3.2) 0.172 0.065 
Readiness (exercise) 4 6.8(2.4) 6.2(2.3) 5.3(2.6) 4.7(2.8) 6.0(3.9) 6.7(2.9) 0.141 0.104 
BMIz score, mean(SD)* 1.48(1.30) 1.42(1.50) 0.72(1.44) 1.04(1.70) 1.24(1.70) 0.35(2.00) 0.357 0.359 
 
1 Range of scores, 0-28+. Lower scores indicate less symptoms. 
2 Range of scores, 0-20+. Lower scores indicate less symptoms. 
3 Range of scores, 0-34+. Lower scores indicate less symptoms. 
4 Range of scores, 0-10. Lower scores indicate less importance, confidence or readiness.  
*Only young people with measured height and weight measurements were included.  
  
 198 
Table 6.3                                                  
Means, SD, and ICCs of outcome measures at baseline (T0) and six-month (T1), and 12-month (T2) follow-ups for HEAL 
intervention and wait-list control group - carers 
 Intervention Control ICC 
 T0 T1 T2 T0 T1 T2 Individual Unit 
Role Modelling, mean(SD)         
Moderate PA at work  53.34(48.70) 45.04(49.20) 40.63 (38.81) 41.10(35.8) 61.0(66.1) 27.10(28.60) 0.267 0.009 
Screen time at work 20.30(31.52) 10.82(14.60) 12.01(15.90) 13.90(21.7) 14.90(20.2) 9.30(15.15) 0.405 0.113 
BMI, mean(SD), kg/m2 30.42(9.50) 30.00(7.00) 28.65(7.50) 29.00(6.13) 30.30(5.35) 29.50(4.93) 0.919 0.011 
Psychopathology, mean(SD)         
Depression symptoms1 5.30(6.90) 4.60(7.30) 4.04(6.30) 3.80(4.74) 3.62(4.60) 3.41(5.00) 0.632 0.011 
Anxiety symptoms2 5.30(5.40) 5.23(6.40) 3.71(4.50) 4.92(4.90) 4.81(5.30) 6.40(5.84) 0.446 0.005 
Stress symptoms3 9.10(7.70) 8.35(7.91) 7.00(7.10) 8.70(6.40) 7.81(6.60) 8.24(7.80) 0.500 0.005 
 
1 Range of scores, 0-28+. Lower scores indicate less symptoms. 
2 Range of scores, 0-20+. Lower scores indicate less symptoms. 
3 Range of scores, 0-34+. Lower scores indicate less symptoms. 
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Table 6.4  
Percentage of respondents for outcome measures at baseline (T0) and six-month (T1), and 12-month (T2) follow-ups for HEAL 
intervention and wait-list control group - carers  
 Intervention Control ICC 
 T0 T1 T2 T0 T1 T2 Individual Unit 
Encouraging health behaviours, n(%)         
To participate in physical activities 74(63.8) 49(65.3) 33(78.6) 32(52.5) 23(71.9) 12(70.6) 0.244 0.094 
To eat fruit and vegetables 97(83.6) 53(84.0) 34(81.0) 49(80.3) 26(81.3) 12(70.6) 0.367 0.090 
Importance of health behaviours, n(%)         
Young person takes parts in sporting 
activities 
77(66.3) 54(72.0) 27(64.3) 30(49.1) 20(62.5) 12(70.6) 0.273 0.069 
Young person eats fruits and 
vegetables 
103(88.8) 68(90.6) 38(90.5) 52(85.3) 25(78.2) 13(76.4) 0.294 0.058 
Discouraging unhealthy behaviours, n(%)          
Young person eating energy-dense 
snack foods 
57(49.1) 42(56.0) 28(66.7) 18(29.5) 12(37.5) 8(47.0) 0.099 0.124 
Young person watching TV 12(10.3) 8(10.6) 7(16.7) 4(6.5) 1(3.1) 0(0.0) 0.293 0.036 
Foods/drinks offered, n(%)         
Fruit juice 58(50.0) 41(54.7) 16(38.1) 34(55.7) 18(56.3) 8(47.1) 0.417 0.113 
Cordial 36(31.0) 24(32.0) 6(14.3) 22(36.1) 8(25.0) 3(17.6) 0.351 0.142 
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 Intervention Control ICC 
 T0 T1 T2 T0 T1 T2 Individual Unit 
Soft drink 1(0.9) 2(2.7) 0.0 3(4.9) 0.0 0.0 0.413 0.148 
Water 89(76.7) 53(70.7) 37(88.1) 46(75.4) 24(75.0) 10(58.8) 0.480 0.022 
Packaged snacks 31(26.7) 18(24.0) 11(26.2) 20(32.8) 3(9.4) 4(23.5) 0.317 0.121 
Confectionary/chocolate 7(6.0) 5(6.7) 3(7.1) 3(4.9) 3(8.8) 1(5.9) 0.343 0.095 
Cake 12(10.3) 3(4.0) 3(7.1) 1(1.6) 2(6.3) 2(11.8) 0.413 0.056 
Vegetables 85(73.3) 57(76.0) 33(78.6) 49(80.3) 23(71.9) 12(70.6) 0.341 0.088 
Fruit 81(69.8) 55(73.3) 33(78.6) 42(68.9) 24(75.0) 12(70.6) 0.481 0.014 
Knowledge recommendations, n(%)         
Protein       0.155 0.017 
Underestimated  16(13.8) 10(13.3) 2(4.8) 13(21.3) 1(3.1) 1(5.9)   
Within Range  68(58.6) 39(52.0) 22(52.4) 27(44.3) 20(62.5) 7(41.2)   
Overestimated  32(27.6) 26(34.7) 18(42.9) 21(34.4) 11(34.4) 9(52.9)   
Vegetables       0.303 0.008 
Underestimated  72(62.1) 36(48.0) 19(45.2) 40(65.6) 17(53.1) 11(64.7)   
Within Range  28(24.1) 26(34.7) 17(40.5) 16(26.2) 12(37.5) 5(29.4)   
Overestimated  16(13.8) 13(17.3) 6(14.3) 5(8.2) 3(9.4) 1(5.9)   
Dairy       0.413 0.032 
Underestimated  55(47.4) 36(48.0) 13(31.0) 24(39.3) 11(34.4) 6(35.3)   
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 Intervention Control ICC 
 T0 T1 T2 T0 T1 T2 Individual Unit 
Within Range  44(37.9) 32(42.7) 23(54.7) 26(42.6) 13(40.6) 10(58.8)   
Overestimated  17(14.7) 7(9.3) 6(14.3) 11(18.0) 8(25.0) 1(5.9)   
Fruit       0.292 0.048 
Underestimated  6(5.2) 1(1.3) 2(4.8) 0(0.0) 0(0.0) 0(0.0)   
Within Range  26(22.4) 21(28.0) 4(9.5) 14(23.0) 3(9.4) 2(11.8)   
Overestimated  84(72.4) 53(70.7) 36(85.7) 47(77.0) 29(90.6) 15(88.2)   
Physical Activity       0.362 0.055 
Underestimated  44(37.9) 34(45.3) 18(42.9) 27(44.3) 17(53.1) 8(47.1)   
Within Range  32(27.6) 20(26.7) 12(28.6) 21(34.4) 9(28.1) 4(23.5)   
Overestimated  40(34.5) 21(28.0) 12(28.6) 13(21.3) 6(18.8) 5(29.4)   
Sedentary Activity 
      
0.250 0.034 
Underestimated  69(59.5) 50(66.7) 33(78.6) 32(52.5) 18(56.3) 11(64.7)   
Within Range  35(30.2) 18(24.0) 6(14.3) 21(34.4) 14(43.8) 3(17.6)   
Overestimated  12(10.3) 7(9.3) 3(7.1) 8(13.1) 0(0.0) 3(17.6)   
 202 
Table 6.5 
Estimates and p-values for intervention effects – young people  
 Time Group Interaction 
B p B p B p 
Daily dietary intake       
Sugary Drinks -0.25 0.62 0.24 0.79 -0.01 0.99 
Healthy Foods 0.45 0.29 0.75 0.29 -0.31 0.86 
Unhealthy Foods 0.57 0.59 2.73 0.03* -1.87 0.11 
Physical activity       
Active days (weekly) -0.17 0.77 -0.34 0.74 1.16 0.23 
Television Viewing, mins (1 
day) -0.08 0.99 39.56 0.63 -0.52 0.99 
Psychopathology       
Depression symptoms 1.28 0.44 -5.58 0.70 -2.76 0.89 
Anxiety symptoms 0.55 0.67 -3.99 0.48 -2.307 0.86 
Stress symptoms -0.17 0.91 -6.18 0.20 -1.96 0.78 
Importance, confidence & readiness       
Importance (diet) -0.43 0.25 -0.92 0.25 1.31 0.24 
Importance (exercise)  -0.60 0.11 -1.08 0.38 1.53 0.23 
Confidence (diet)  -0.77 0.04* -1.22 0.09 2.14 0.14 
Confidence (exercise) -0.70 0.07 -1.54 0.12 1.90 0.41 
Readiness (diet)  -0.96 0.07 -2.09 0.01* 1.78 0.06 
Readiness (exercise)  -0.63 0.19 -2.10 0.00* 1.80 0.06 
BMIz score -0.25 0.05 -0.48 0.48 -0.03 0.96 
*p= <.05. 
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Table 6.6 
Estimates and p-values for intervention effects (continuous variables) – carers  
 Time Group Interaction 
B p B p B p 
Role Modelling       
Moderate PA at work  -0.60 .944 6.70 0.52 -3.49 0.69 
Screen time at work -0.47 0.93 5.22 0.49 -4.93 0.46 
BMI 0.51 0.82 1.46 0.44 -0.39 0.59 
Psychopathology       
Depression 
symptoms 0.06 0.93 1.36 0.33 -0.66 0.42 
Anxiety symptoms 0.56 0.47 0.56 0.65 -1.20 0.18 
Stress symptoms 0.99 0.70 0.47 0.73 -0.37 0.74 
*p= <.05. 
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Table 6.7 
Estimates and p-values for intervention effects (categorical variables) – carers  
 Time Group Interaction 
B        p B p B p 
Encouraging health behaviours       
To participate in physical activities 0.12 0.17 0.08 0.48 -0.05 0.59 
To eat fruit and vegetables -0.03 0.75 0.01 0.92 0.03 0.69 
Importance of health behaviours       
Young person takes parts in sporting activities 0.17 0.04* 0.20 0.11 -0.16 0.15 
Young person eats fruits and vegetables -0.01 0.74 0.03 0.71 0.04 0.51 
Discouraging unhealthy behaviours       
Young person eating energy-dense snack foods 0.09 0.32 0.29 0.11 0.02 0.87 
Young person watching TV 0.04 0.74 0.18 0.15 0.00 0.97 
Foods/drinks offered       
Fruit juice -0.05 0.43 -0.14 0.39 0.02 0.82 
Cordial -0.19 0.13 -0.12 0.51 0.15 0.25 
Soft drink -0.03 0.59 -0.06 0.50 -0.00 0.91 
Water 0.01 0.87 0.03 0.78 -0.05 0.59 
Packaged snacks -0.16 0.06 -0.18 0.19 0.14 0.19 
Confectionary/chocolate -0.02 0.73 -0.03 0.79 -0.02 0.78 
Cake 0.06 0.61 -0.02 0.85 -0.13 0.34 
Vegetables -0.04 0.56 -0.05 0.63 0.05 0.52 
Fruit 0.03 0.67 0.00 0.91 -0.01 0.87 
Knowledge recommendations       
Protein 0.10 0.17 -0.01 0.89 0.01 0.90 
Vegetables 0.06 0.60 0.09 0.44 0.06 0.60 
Dairy -0.00 0.94 -0.15 0.28 0.06 0.60 
Fruit 0.09 0.24 -0.10 0.31 -0.02 0.75 
Physical Activity -0.07 0.48 0.19 0.28 0.00 0.98 
Sedentary Activity -0.11 0.30 -0.06 0.62 -0.01 0.93 
*p= <.05. 
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Discussion 
In contrast to predictions, the current study found no evidence for the 
efficacy of the HEAL intervention for either young people or carers. For young 
people, multilevel analyses revealed a significant main effect for time across 
confidence to change (diet), with descriptive data showing a trend for increased 
confidence in the control group, and decreased confidence for intervention 
participants. A significant main effect for time was also found for carer 
importance that young people participate in physical activity. Again, descriptive 
data show a trend for increased importance for control group participants, 
whilst importance for the intervention group remained relatively stable. 
Significant group effects were found only for young people across readiness 
(diet), readiness (exercise), and unhealthy foods. Similar to the main effects for 
time, descriptive data showed improvements for the control participants and 
declines for the intervention group. Although non-significant, there was 
evidence of a positive shift in behaviours for young people in the HEAL 
intervention group across the following outcomes: decreased sugary drink 
consumption, and BMIz scores, and increased healthy food consumption. Again, 
although not statistically significant, a number of carer behaviours also moved 
in a healthier direction including: decreased symptoms of depression, anxiety 
and stress, lower BMI and less screen time at work. There was also a trend 
towards a reduction in the frequency that sugary drinks (fruit juice, cordial and 
soft drink) were offered daily, and an increase in the frequency that water was 
offered daily, for intervention staff.  
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 There are a number of possible reasons to explain why we found non-
significant intervention effects. First and foremost, the transient nature of this 
population limited participant recruitment and retention rates, and therefore 
statistical power necessary to detect significant intervention effects. Another 
possible explanation for lack of effect is the extent to which the program was 
implemented with fidelity to the HEAL model; issues associated with 
implementation and implications are discussed in paper two of this series (see 
Cox et al., submitted, 2015b).  Here, we focus our discussion specifically on 
participant recruitment and attrition in OOHC and implications for future 
research. The high rates of attrition are not surprising, given many young people 
in OOHC experience multiple placement changes. Placement disruption can 
result from a number of factors, including failed reunification with their family 
or placement breakdown (Victorian Auditor General, 2014). The most recent 
Victorian statistics indicate that 35% of children and young people in residential 
care have experienced between 1-4 OOHC placements, 31% have experienced 5-
9 OOHC placements, 28% have experienced 10-24 OOHC placements, and 6% 
have experienced 25 or more placements since entering OOHC (Victorian 
Auditor General, 2014). The high number of placements experienced by young 
people currently in residential care may explain why participants in the current 
study were difficult to retain over the study period and hence why complete 
quantitative measures across the multiple time points of the randomized trial 
were hard to obtain.  
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Another likely explanation for the difficulties collecting longitudinal 
quantitative data from these participants is that young people in residential care 
are amongst the most vulnerable in our community; they come from families 
that were unable to provide a safe environment for the young person and may 
have been exposed to family violence, substance abuse, mental illness or 
physical, sexual, or emotional abuse (Victorian Auditor General, 2014). Many 
young people in residential care generally present with complex problems, 
including sexualized, aggressive, or violent behaviours, emotional disturbance 
(including self-harm), substance abuse, intellectual disabilities, and attachment 
difficulties (Victorian Auditor General, 2014). They are also more likely to 
exhibit symptoms of depression, anxiety, and stress, and may have difficulty 
with self-regulation (Victorian Auditor General, 2014).  
 
Understandably, the vulnerability of this population makes it difficult to 
not only recruit participants (albeit over 50% of the young people in OOHC at 
the outset of the study agreed to participate and provided baseline data) but to 
also collect quantitative data; researchers working in this area must be sensitive 
to this. This includes the need for researchers to thoughtfully consider study 
methodologies used (i.e., data collection methods, types of measures 
administered and instrument language, etc.). The high rate of attrition for carers 
is also not surprising given the heavy reliance on a casualised workforce in this 
setting (Centre for Excellence in Child and Family Welfare, 2014). The Victorian 
Auditor General Report (2014) indicated that 55% of the workforce is made up 
of casual staff, and 14% of carers last less than six months in the role. Again, this 
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offers an explanation for the high turnover of carers across data collection time 
points.   
 
The challenges experienced around data collection are not unique to the 
current study. A literature review, which examined methodological design 
issues in longitudinal studies of children and young people in OOHC, highlights 
that other prospective studies with OOHC populations in Australia also reported 
small sample sizes (Taplin, 2005). For example, the ‘Growing up in care’ study 
included a final sample of 59 children and young people (aged 8-16 years in 
foster care) (Fernandez, 2004), and the ‘Wards Leaving Care’ study included a 
total of 47 young people (Cashmore & Paxman, 1996). This is further supported 
with three more recent evidence reviews that concluded, to date, Australian 
OOHC research has tended to focus on small-scale qualitative research 
(Bromfield & Osborn, 2007; McDonald et al., 2011; Shlonsky et al., 2013). Other 
limitations included: (1) there is a lack of rigorous quantitative studies (a 
number of studies include inadequate descriptions of the study methodology); 
(2) current evidence has tended to focus on the foster care population only (i.e., 
there is far less research in residential or kinship care); (3) quantitative 
research has relied heavily on descriptive data, that is, statistical examination of 
the relationships between variables has not been conducted; and (4) there is a 
distinct lack of randomized trials (prior to HEAL, only four other studies 
explicitly stated the use of a randomised trial design) (Bromfield & Osborn, 
2007; McDonald et al., 2011; Shlonsky et al. 2013).  Clearly, the methodological 
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issues associated with conducting research in this setting are not exclusive to 
the current study.  
 
Interestingly, larger sample sizes have been achieved when more discrete 
methods of data collection are used. For example, Barber and Delfabbro (2004) 
conducted a study, which aimed to obtain detailed information about the 
placement movements and psychosocial outcomes of Australian children in 
foster care. This study achieved a final sample of 235 children aged 4-to-17 
years. Methods of data collection used included collecting data from children’s 
case files and interviewing their social workers; data were not directly obtained 
from the young people themselves. Taplin (2005) also highlights the use of 
discrete data collection methods in this population, and talks about large-scale, 
international prospective studies using a combination of methods, such as face-
to-face interviews or self-completion questionnaires that are supplemented with 
data obtained from administrative records and assessment tools.  Although 
these methods can increase sample size, limitations of relying on proxy 
respondents include possible lack of familiarity with the young person and 
response bias (Wise, 2009). Participatory research, whereby the young people 
are engaged in the whole research process – from inception to dissemination of 
findings – may overcome such limitations (Wise, 2009). This participatory 
approach also offers opportunities for personal development by including young 
people in the decision-making processes, having their opinions or ideas valued 
and validated, developing new skills, and effecting change (Wise, 2009).  
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Limitations 
There are a number of limitations that must be acknowledged. Firstly, the 
low response rates, coupled with high rates of attrition, limited statistical power 
to detect significant differences amongst groups. As mentioned above, this is not 
unique to the current study and has been consistently reported across research 
in this setting. Another limitation was that, despite randomization, it is possible 
the intervention effects were not contained to HEAL units. A total of 14 carers 
swapped treatment groups over the course of the intervention. Therefore, it is 
possible that carers who moved from treatment to control units initiated 
changes or applied learnings from their participation in the HEAL intervention. 
Although not shown in the current paper, additional analyses were run to test 
the effects of crossover and found the pattern of effects remained stable.  
 
Lessons learnt and recommendations for future research. 
 
Whilst the HEAL intervention had no measurable effect on dietary, 
physical activity or weight outcomes for young people and their carers, there 
were lessons to be learnt around conducting research with this population. 
Overall, one of the key implications of the current findings has been identifying 
the challenges associated with conducting research within the child welfare 
sector. Whilst one can appreciate why there is a lack of large-scale, longitudinal, 
quantitative research projects, particularly for the residential OOHC population, 
the importance of such findings should not be minimized, and instead should be 
used to set future research agendas. A summary of lessons learnt and 
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recommendations for future research in this unique setting are summarized 
below. 
  
Table 6.8 
Lessons learnt and future recommendations for research in the child welfare 
sector 
 
Lesson Learnt Recommendation 
Lengthy questionnaire surveys are 
not the best approach to data 
collection with this population. 
1. Limit the length of written 
questionnaires and consider 
using more discrete methods of 
data collection, e.g., observation, 
activity trackers, and 
fridge/pantry audits.  
2. Researchers need to ensure the 
language used in self-report 
questionnaires is appropriate 
for all comprehension levels.  
3. It is important that future 
research includes the views of 
young people regarding the 
design and evaluation of 
interventions in this setting. 
High turnover of young people and 
staff limits data collection methods. 
Although considered the “gold 
standard” of data collection, 
randomised trials are 
compromised because of the 
transient nature of residential care. 
1. Researchers should consider 
collecting data from each 
participating organisation as 
indicators of change. For 
example, researchers could 
collect: (1) organisational data 
which outlines current practices 
and/or policies around the food 
and physical activities provided 
to young people in residential 
OOHC; (2) food shopping 
receipts (including take-away); 
and (3) information of the 
type/frequency of activities the 
young people engage in. 
Fridge/pantry audits could also 
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Lesson Learnt Recommendation 
be included as an additional 
measure of dietary behaviours. 
Collecting this information 
would allow researchers to 
track changes in the food and 
physical activity environments 
being provided, without being 
dependent on young people or 
staff remaining in the unit for an 
extended period of time. 
Looking at the organization 
level would also allow 
researchers to see change over 
time, without necessarily 
sampling everyone or the same 
people. 
 
2. Timelines for follow-up data 
should be reduced. 
 
3. Consent to participate needs to 
include permission to track the 
young person if they leave the 
residential care unit (i.e., the 
young person moves units or 
leaves care during the duration 
of the project). This would allow 
follow-up measures to be 
obtained. 
Typical methods of data collection, 
i.e. posting hard copy 
questionnaires, online 
questionnaires and/or phone 
interview are not the best approach 
– these lead to poor/slow response 
rates. 
1. To facilitate timely and quality 
data collection, it is important to 
identify a data collection worker 
who has or is able to build good 
rapport with the young person. 
2. Researchers need to consider 
how emerging technologies can 
be used to engage young people. 
For example, designing 
questionnaires (that are youth 
friendly) to be completed using 
smart devices (iPads, phones 
etc.).  
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Lesson Learnt Recommendation 
3. The most efficient method of 
data collection for carers is 
attending their unit team 
meeting and having them 
complete the questionnaire 
during this time. 
Multi-disciplinary research teams 
are highly valued.  
1. Researchers are encouraged to 
develop multi-disciplinary 
research teams that include 
expertise in health and 
nutrition, OOHC research, and 
program implementation in 
complex environments.  
 
  
 214 
References 
Andrea WD, Bergholz L,  Fortunato, Andrea, Spinazzola, Joseph. 2013. Play to the 
whistle: A pilot investigation of a sports-based intervention for 
traumatized girls in residential treatment. Journal of Family Violence. 28: 
739-749.  
Australian Institute of Health and Welfare [AIHW]. (2003). The active Australia 
survey, AIHW: Canberra, Australia. 
Australian Institute of Health and Welfare. 2015. Child protection Australia: 
2013–14, AIHW, Canberra, Australia. 
Barber JG, Delfabbro PH. 2004. Children in Foster Care. Routledge: London, UK. 
Bennett CA, de Silva-Sanigorski AM, Nichols M, Bell AC, & Swinburn BA. 2009. 
Assessing the intake of obesity-related foods and beverages in young 
children: Comparison of a simple population survey with 24 hr-recall. 
International Journal of Behavioral Nutrition and Physical Activity 6: 1–6. 
Bennett DS, Wolan Sullivan M, Thompson SM, Lewis M. 2010. Early Child 
Neglect: Does It Predict Obesity or Underweight in͒Later Childhood?. 
Child Maltreatment 15: 250-254.  
Bromfield L, Osborn A. 2007. ‘Getting the big picture’:͒A synopsis and critique of 
Australian out of-home care research. Australian Institute of Family 
Studies: Melbourne, Australia.  
 215 
Cashmore J, Paxman M. 1996. Longitudinal study of wards leaving care. Social 
Policy Research Centre: University of New South Wales, Australia.   
Conn A-M, Calais C, Szilagyi M, Baldwin C, & Jee SH. 2014. Youth in out-of-home 
care: Relation of engagement in structured group activities with social 
and mental health measures. Children and Youth Services Review 36: 201–
205.  
Cox R, Skouteris H, McCabe M, Fuller-Tyszkiewicz M, Jones AD, Hardy LL. 2014. 
Rates of overweight and obesity in a sample of Australian young people 
and their carers in out-of-home residential care. Australian New Zealand 
Journal of Public Health 38: 591-2. 
Cox R, Skouteris H, Fuller-Tyszkiewicz M, Jones AD, Gallant D, Omerogullari S, 
Miller R, Hardy LL. 2015. Descriptive study of carers’ support, 
encouragement and modelling of healthy͒lifestyle behaviours in 
residential out-of-home care. Australian New Zealand Journal of Public 
Health online: 1-5.  
Cox, R., Skouteris, H., Fuller-Tyszkiewicz, M., McCabe, M., Watson, B., Jones, A.D., 
Omerogullari, S., Stanton, K., Bromfield, L., & Hardy, L.L. (submitted, 
2015b). “The kids thought it was hilarious to watch staff trying to do the 
exercises”: A qualitative exploration of carer perceptions of the HEAL 
program in residential care. Child Abuse Review. Submitted August 2015.  
 
Centre for Excellence in Child and Family Welfare [CECFW]. 2014. Submission to 
 216 
the Commission for Children and Young People: Inquiry into the 
adequacy of the provision of services to children and young people who 
have been subjected to sexual exploitation or sexual abuse whilst 
residing in residential care. CECFW: Melbourne, Australia.  
Department of Health. 2014. Make Your Move - Sit Less, Be Active for Life: 13-17 
Years Physical Activity and Sedentary Behaviour Guidelines. 
Commonwealth of Australia: Canberra, Australia. 
de Onis M, Onyango AW, Borghi E, Siyam A, Nishida C, Siekmann J. 2007. 
Development of a WHO growth reference for school-aged children and 
adolescents. Bulletin of the World Health Organization 85: 660-7.  
Department of Families, Housing, Community Services and Indigenous Affairs. 
2010. National Standards for Out-of-home Care: Consultation paper, 
Commonwealth of Australia, Canberra, Australia. 
Fernandez E. 2004. Facilitating resilient outcomes for children in care. Growing 
up in Care: A longitudinal study of children in care. Proceedings of the 
Knowledge into Action Conference. ACWA: Sydney, Australia.  
Gesch BC, Hammond SM, Hampson SE, Eves A, Crowder MJ. 2002. Influence of 
supplementary vitamins, minerals and essential fatty acids on the 
antisocial behaviour of young adult prisoners: Randomised, placebo-
controlled trial. The British Journal of Psychiatry 181: 22-28.  
 217 
Lobstein T, Baur L, Uauy R. 2004. Obesity in children and young people: A crisis 
in public health. Obesity Reviews 5: 4–85. 
Lovibond SH, Lovibond PF. 1995. Manual for the depression anxiety stress 
scales. Psychology Foundation: Sydney, Australia. 
Maas CJM, & Hox JJ. 2005. Sufficient sample sizes for multilevel modeling. 
Methodology, 1: 86-92. 
McDonald M, Higgins D, Valentine K, Lamont A. 2011. Protecting Australia’s 
children research audit (1995-2010): Final report. Australian Institute of 
Family Studies: Melbourne, Australia. 
Millichap JG, Yee MM. 2012. The Diet Factor in Attention-Deficit/Hyperactivity 
Disorder Pediatrics 129: 330-337.  
National Health and Medical Research Council [NHMRC]. 2013. Healthy Eating 
for Children. NHMRC: Canberra, Australia. 
Prochaska JJ, Sallis JF, Long B. 2001. A physical activity screening measure for 
use with adolescents in primary care. Archives of Pediatrics & Adolescent 
Medicine 155: 554–559. 
Pulgarón ER. 2013. Childhood Obesity: A Review of Increased Risk for Physical 
and Psychological Comorbidities. Clinical Therapeutics 35: A18-A32. 
Shlonsky A, Kertesz M, Macvean M, Petrovic Z, Devine B, Falkiner J, D’Esposito F, 
Mildon R. 2013. Evidence review: Analysis of the evidence for out-of-home 
 218 
care. Parenting Research Centre: Melbourne, Australia. 
Skouteris H, Fuller-Tyszkiewicz M, McCabe M, Cox R, Miller R, Jones AD, 
Omerogullari S, Morrison K. 2013. Addressing risk factors of overweight 
and obesity among adolescents in out-of-home care: the Healthy Eating 
and Active Living (HEAL) study. International Journal of Adolescence and 
Youth 19: 536–548.  
Skouteris H, McCabe M, Fuller-Tyszkiewicz M, Henwood A, Limbrick S, Miller R. 
2011. Obesity in children in out-of- home care: A review of the literature. 
Australia Social Work 64: 475-86. 
Taplin S. 2005. Literature review: Methodological design issues in longitudinal 
studies of children and young people in out-of-home care. NSW Centre 
for Parenting & Research: Ashfield, NSW.  
Quene H, van den Bergh H. 2004. On multi-level modeling of data from repeated 
measures designs: a tutorial. Speech Communication 43: 103–121.  
Victorian Auditor General. 2014. Residential Care Services for Children. Victorian 
Government: Melbourne, Australia.  
Wise, S 2009, ‘Enabling ‘Looked After’ Children to Express their Competence as 
Participants in Research’, in Australian Research Alliance for Children 
and Youth (ARACY) and the NSW Commission for Children and Young 
People (eds), Involving children and young people in research: A 
 219 
compendium of papers and reflections from a think tank co-hosted by the 
Australian Research Alliance for Children and Youth and the NSW 
Commission for Children and Young People on 11 November 2008, New 
South Wales, Australia, pp. 156-162.  
World Health Organization [WHO]. 2000. Obesity: Preventing and Managing the 
Global Epidemic, WHO, Singapore.   
Wurtman R, O'Rourke D, Wurtman JJ. 1989. Nutrient imbalances in depressive 
disorders: Possible brain mechanisms. Annals of the New York Academy of 
Science. 
  
 220 
6.2 Original Research 
 
 “The kids thought it was hilarious to watch staff trying to do the 
exercises”: A qualitative exploration of carer perceptions of the 
HEAL program in residential care28. 
 
Rachael Cox, Helen Skouteris, Matthew Fuller-Tyszkiewicz, Marita McCabe, 
Brittany Watson, Amanda D. Jones, Stella Omerogullari, Kelly Stanton, Leah 
Bromfield & Louise L. Hardy. 
 
 
Key words: Out-of-home care, young people, healthy eating & physical activity. 
Acknowledgements: 
x This project was funded by the Australian Research Council Linkage 
Scheme (LP120100605).  
x This project was approved by the (former) Department of Human 
Services Research Coordinating Committee, Victoria Australia. 
x This project was supported by three major community service 
organisations in Victoria, Australia, Berry Street, The Salvation Army 
Westcare, Wesley Mission Victoria, and a single therapeutic unit from 
the Department of Human Services. 
x Rachael Cox has a PhD scholarship funded by the National Health and 
Medical Research Council (Grant ID: 1055802). 
x Berry Street would like to acknowledge: The Flora & Frank Leith 
Charitable Trust, Aussie Farmers Foundation, and The McEwen 
Foundation for providing funds to support the purchase of 
equipment, activities, and memberships relating to participation in 
active living and healthy eating. 
Conflict of interest: There is no conflict of interest to be declared. 
28 After presenting at the BASPCAN conference in Edinburgh in April 2015, Rachael was invited 
by the editor of Child Abuse Review to submit the HEAL evaluation as a series of three papers. 
This paper is the second of the series and was submitted for publication in Child Abuse Review 
in August 2015. This journal has specific guidelines for structure, formatting and referencing. 
This paper was prepared in accordance with those guidelines. 
 
 221 
                                                     
Abstract 
There is an evidence gap relating to the problem of overweight/obesity among 
young people and their carers in residential out-of-home care (OOHC). 
Internationally, there are few studies that have trialled intervention programs 
designed to prevent excessive weight gain or combat existing 
overweight/obesity for young people living in OOHC. The Healthy Eating Active 
Living (HEAL) program was designed to address this limitation and is, to our 
knowledge, the first program that simultaneously encourages young people and 
their carers to engage in a healthy lifestyle. This is the second paper in this 
series of three, presenting the HEAL evaluation. The aim of this study was 
twofold: first, to explore the experiences and opinions of HEAL carer’s regarding 
the intervention program and, second, to understand the support, resources and 
barriers to creating a healthy home environment for young people living in 
residential OOHC. Twenty-two carers participated in semi-structured 
interviews. The findings demonstrated that the HEAL program was viewed as a 
valued adjunct to the residential care program. Overall, carers reported that the 
HEAL program was able to effect some level of change in the eating and/or 
physical activity habits of young people and carers; this impact ranged from 
increased awareness through to actual behaviour change. Recommendations are 
made to improve implementation, particularly around the importance of 
increasing key stakeholder ‘buy-in’.  
Key Practitioner Messages: 
x There is a need to address the eating and/or physical activity habits 
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of young people in residential OOHC.  
x Raising awareness is an important first step, but must be 
supplemented with supportive environmental change to enact lasting, 
healthy outcomes.  
x Stakeholder ‘buy-in’ and a program champion are critical to 
implementation of healthy lifestyle programs in OOHC residences.  
x Implementation frameworks, which are co-designed and developed 
by key stakeholders, should guide future research in this area.  
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Introduction 
Current evidence suggests young people living in residential out-of-home 
care (OOHC) are at increased risk of overweight and obesity (Cox et al., 2014). 
The vulnerability of this population group, coupled with the long-term 
consequences of excess weight, highlights the need to create health-promoting 
environments to help these young people establish healthy eating and physical 
activity habits. The Healthy Eating, Active Living (HEAL) study responds to this 
need, and is the first Australian study to evaluate a healthy lifestyle intervention 
in an OOHC setting. The first paper of this series by (Cox et al., submitted, 
2015a) describes the quantitative evaluation of the HEAL program. Whilst this 
paper indicates there were no significant intervention effects, a number of 
factors hampered the quantitative evaluation of the program. These included: 
the transient nature of this population, difficulties getting participants to fill out 
long self-report surveys, and low response rates from the young people. In 
addition to quantitative measures, evaluation of the HEAL program also 
included interviewing carers at the completion of the program.  
Here we report the findings of the qualitative evaluation of the program. 
The purpose of this study was to explore the residential carers’ experiences and 
opinions of the HEAL intervention program, and to better understand the 
support, resources and barriers to creating a healthy home environment for 
young people in OOHC.  
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Method 
Design 
A randomised trial was designed to assess the efficacy of a 12-month 
intervention to improve weight and weight-related behaviours of young people 
and their carers in three major OOHC community service organisations (CSOs) 
and the (former) Department of Human Services in Victoria, Australia in 2012-
14. Ethics approval was obtained from the Deakin University Ethics committee 
and the (former) Department of Human Services Research Coordinating 
Committee.  
Study intervention 
A detailed description of the intervention has been published elsewhere 
(Skouteris et al., 2013). In brief, HEAL provides information and practical 
opportunities for young people in the OOHC setting to improve their health and 
wellbeing, and resources and support for carers to reinforce and model change 
in loco parentis. 
Procedure 
Following the completion of the HEAL program, residential carers who 
took part in the HEAL intervention were contacted via phone and invited to be 
interviewed, at a time convenient to them. Interviews took place approximately 
12-18 months post-intervention and were conducted by two of the authors (RC, 
BW). Consent for completing the interview was confirmed at the beginning of 
the interview. A semi-structured interview schedule including both open- and 
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closed-ended questions was used to explore carer’s opinions and experiences in 
relation to participating in the HEAL program. Semi-structured interviews are 
the most widely used technique in qualitative research and provide in-depth 
information about the experiences of individuals (DiCicco-Bloom& Crabtree, 
2006).  
Carers were also asked specific questions related to establishment 
and/or maintenance of healthy lifestyle habits, if there were barriers to creating 
a healthy eating and active living environment in residential care, as well as 
suggestions for future program development. A semi-structured interview 
schedule was used to guide the discussion; participants were encouraged to 
elaborate and provide examples and probing questions were added where 
appropriate. The interviews with carers were conducted over the phone. 
Interviews lasted approximately 15-20 minutes. Each interview was audiotaped 
and transcribed verbatim. Carer’s socio-demographic characteristics included 
sex, date-of-birth, time spent working in residential care, smoking status, and 
educational attainment.    
Data Analysis 
Anonymised transcripts of the audio records were typed verbatim and 
checked for quality by two authors (RC, BW). The data were analysed with a 
view to gaining a contextualised understanding of: (1) the experiences and 
opinions of HEAL participants regarding the intervention program; and (2) the 
support, resources and barriers to creating a healthy home environment for 
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young people living in OOHC. Consistent with a framework analysis approach, 
relevant themes were generated from the interviews rather than an a priori 
approach (Ritchieet al. 2003). Segments of text were identified where carers 
described their perception and understanding of the messages, and were then 
coded in a systematic way in NVivo (NVivo qualitative data analysis software; 
QSR International Pty Ltd. Version 10, 2014). Quotes were coded according to 
theme-based nodes. Two authors (RC, BW) read the transcripts and identified 
an agreed system for coding themes and content for each message. Any 
discrepancies were resolved by discussion. Inter-rater agreement between the 
coders was 95%. Data were then analysed for recurrent themes through an 
iterative process and an integrated summary across interviewees created for 
each message, with cross-referencing to original transcripts.  
Results 
One hundred and sixteen carers were randomised to the intervention 
arm of HEAL. Of these, 42 carers29 were invited to take part in a semi-structured 
phone interview, and 17 agreed (40.5% response rate). Fifteen carers provided 
demographic data (66.7% females; mean age= 39.7 years, SD= 11.3) and the 
average employment time in the OOHC unit was 53 months (SD= 34.96).  The 
majority of carers smoked (60%) and had either a certificate or diploma level 
education (80%).  One carer had not finished high school and two had tertiary 
qualifications. Three major themes emerged from the interviews: (1) the 
29 This number reflects the number of intervention carers who completed the full 12-month 
program (6-months intensive HEAL intervention and 6-months maintenance).  
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necessity of the HEAL program; (2) any healthy change is a good change; and (3) 
room for improvement. For each major theme, sub-themes were identified and 
these are summarised below with supporting quotes for each. Quotes are 
verbatim comments from participants (RCW= residential care worker). 
Colloquial language such as ‘um’ and ‘you know’ was removed from quotes to 
improve readability. 
‘Necessity of the HEAL program’. 
There was overwhelming agreement from carers of the need to address 
the eating and/or physical activity habits of the young people in their care, with 
three central sub-themes emerging: (1) the young people often have low levels 
of awareness and knowledge about healthy lifestyle choices, (2) this population 
typically have a background of disadvantage which is perceived to underlie poor 
health literacy, and (3) leading a healthy lifestyle is not a priority for young 
people in OOHC. 
1. Low levels of awareness/knowledge about healthy lifestyle choices. 
When asked specifically about the young people’s lifestyle habits prior to 
implementation of the HEAL program, all carers commented that the eating and 
physical activity habits of the young people could be improved. Carers 
frequently commented that young people generally lacked awareness, 
knowledge, and understanding of the importance of leading a healthy lifestyle, 
especially eating well and being physically active, as described by this carer: 
“They [young people] don’t have a great knowledge of healthy eating and what 
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they should be eating and what is a healthy amount of exercise…They have very 
limited knowledge about that sort of thing...” [RCW7] 
2. Background of disadvantage. 
The carers emphasised the young people’s vulnerable backgrounds and 
home environments prior to entering OOHC, as a means of explaining their poor 
health literacy. Common explanations offered by carers included poor parental 
modelling, parental substance use, disruptive home environments, and food 
being associated with the trauma of abuse and/or disturbed attachment. For 
example, one carer commented: 
“…often the parents don’t know anything about healthy eating. Healthy eating is 
the least of their issues. There is also a lot of thought that goes into preparing 
healthy food and facilities to store healthy food – resources families may not have. 
You need to go shopping and buy fruit and vegies and this may not be a priority for 
drug affected or addicted parents.”[RCW13] 
3. Leading a healthy lifestyle is not a priority. 
A number of carers also suggested that, prior to the HEAL program, 
establishing healthy lifestyle habits for the young people was not always a 
priority in their unit. Carers described how managing everyday routines in the 
unit was their highest priority (especially crisis management), and often there 
was little time or energy left to encourage the young people to build and 
maintain healthy behaviours. Attempts to make healthy meals and encourage 
healthy eating and physical activity were identified, but overall, the carers 
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reflected they were often unable to dedicate the time needed to reinforce these 
messages, for example: 
“I do think there is a lack of focus on nutrition, healthy eating and exercise. I think 
that’s possibly because kids come in, in crisis, and we get really used to dealing 
with crisis - not setting up long term habits. Because it does [crisis] just get 
prioritised, which is fair enough.”[RCW3] 
It was also noted that health and wellbeing was not a high priority for the 
young people themselves: 
“They [young people] have very limited knowledge about that sort of thing and it’s 
not very high on their priority list at the time. So they do eat a lot of junk and 
things that are easy, and focus on a lot of things other than their health and 
wellbeing.”[RCW7] 
‘Any healthy change is a good change’.  
Carers unanimously agreed that any healthy shift in a young person’s 
lifestyle habits, as a result of participating in the HEAL program, was highly 
valued. Responses categorised in this main theme reflected that the HEAL 
program was able to: (1) raise awareness (of the importance of healthy eating 
and physical activity), (2) encourage healthier habits, and (3) promote positive 
role modelling. Carers also considered the importance of relationships when 
wanting to initiate change. 
1. ‘Raising awareness’. 
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Carers frequently commented that even if behavioural changes were not 
achieved, implementation of the HEAL program resulted in a general shift in 
awareness around the importance of leading a healthy lifestyle. This was viewed 
as a valuable, initial step along the change continuum: 
“…there’s been more awareness of good health and exercise since we've had the 
HEAL program. Whereas before we were just, I guess it wasn't as structured.” 
[RCW15] 
2. ‘Healthier habits’. 
Carers were asked to describe any changes they had observed in the 
young people’s eating habits since the beginning of the program. Carers 
described both a reduction in ‘unhealthy’ habits, as well as an uptake of 
‘healthier’ ones. The carers themselves mostly initiated and drove these 
changes. For example, staff eliminated or reduced the availability of ‘unhealthy’ 
snacks (e.g., lollies, chocolates, chips), encouraged smaller serving sizes, 
restricted the availability of highly processed, convenience foods (e.g., frozen 
meals and snacks), offered less sugary drinks (e.g., soft drinks or juices), and 
used leaner cuts of meats in the main meals. This was illustrated by the 
following comment: 
“There is more fruit and less snack type foods. We have moved away from chips 
and lollies and more on the healthier side. More cooked meals and lunches…we are 
still doing this now.” [RCW14] 
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The carers also described instances where young people developed 
healthier habits, as a result of engaging with the program. Examples included 
increased water consumption, swapping ‘unhealthy’ foods for ‘healthier’ 
alternatives, and increasing their intake of fruits and vegetables. For example: 
“The kids are having a glass of water instead of soft drink or juice. So that’s all 
something that’s a result of the HEAL program.” [RCW14] 
A number of carers also observed that these changes were not isolated to 
the young people; their units had also made changes regarding the types of 
foods they and other staff would eat whilst on shift. For example, one person 
mentioned how food has changed during their fortnightly team meetings. Carers 
and young people also provided examples of increased physical activity as a 
result of participating in the HEAL program: 
“…a couple of our boys are really into the gym and their body shape has really, 
defined, becoming quite muscle toned. And they’re taking a lot better care of their 
self, which is nice to see.” [RCW2] 
3. “Modelling is key’. 
Carers talked about a positive flow-on effect from staff role modelling of 
physical activity, with the young people more inclined to engage in exercise 
when invited to join in with the carers. Carers also highlighted the social 
benefits of co-participation, commenting that doing physical activity together 
provides an opportunity to spend quality time with the young people. Carers 
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discussed a variety of physical activities they and the young people had engaged 
in as a result of the HEAL program, including: organised sports, i.e. football and 
rugby, attending the gym together, personal training, swimming, walking, bike 
riding, dodge ball, and trampolining. One carer noted: 
“…And then we had staff that were actually going swimming, whereas normally 
staff would be like 'oh, you can go swimming and I'll just kind of sit here and wait'.” 
[RCW17] 
Two carers felt that the HEAL program gave them leverage to start a 
conversation with a young person about eating healthy or being more active, for 
example: 
“Personally it was a good opportunity for me to make an excuse to get the kids out. 
I would say, “C’mon we have to go do something, it’s part of the program”.  I used it 
as an excuse to get the kids to get out of the house. And I would take them to the 
gym, which was good for me, ‘cause I got to go to the gym too.” [RCW14] 
Seeing the young people willingly engaging in physical activity also 
encouraged carers to be more active or make healthier food choices for 
themselves. For instance: 
“…actually a lot of the staff have quit smoking which is good. They are more aware 
of nutrition and healthy eating and a lot of them have now participated and are 
still participating in personal training routines and have got themselves in at the 
gym, swimming, running, walking - so it’s been of benefit to them as well.” 
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[RCW11] 
4. ‘Importance of relationships’ 
Another key sub-theme that emerged was the importance of a strong 
relationship between carers and the young people, as a means to initiate and 
encourage change. In particular, carers discussed how a strong relationship 
helped them engage young people in conversations and/or activities, increased 
the likelihood that they would feel motivated to model staff behaviours, and 
made it easier to broach issues the young person may be facing. One carer talked 
about young people in OOHC often being mistrustful of adults, and therefore, 
building a strong relationship increases the likelihood that they will respond 
positively to suggestions around improving their health. Many carers’ responses 
were similar to the following: 
“Honestly, you need to have a relationship with them for them to want to role 
model health from you. I mean, if they don’t respect you, they’re not going to take 
your advice.” [RCW7] 
‘Room for Improvement’ 
Four sub-themes emerged as central to carers’ perceptions of how the 
HEAL program could be improved to enhance the overall success of the 
intervention: (1) future implementation needs to focus on building key players 
‘buy-in’; (2) it’s important to create a health champion within the unit; (3) there 
is a need to ensure sustainability; and (4) there is a need to consider how HEAL 
can foster a young person’s connection to their community. 
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1. Building key players’ ‘buy-in’. 
Carers highlighted the need for better program ‘buy-in’ from key players 
both within their unit and the broader organisation. They generally felt that not 
all carers, team leaders and/or managers actively endorsed the program; this 
was perceived as a barrier to successful uptake and maintenance of the 
program. This is illustrated with the following comment: 
“At our unit it wasn’t pushed. Therefore it’s not really needed and that’s the 
downfall of your program. You need supervisors on board 100% and they pass it 
down. But 100% if it is implemented well it will make changes.” [RCW5] 
Furthermore, five carers indicated that implementing HEAL was difficult 
when there were no formal consequences for not participating or actively 
engaging in the program: 
“I think there needs to be an expectation that that will happen, and supports put in 
around that…I really feel like [organisation] are open to that, but I feel like they 
could support that a little bit more by having that expectation, making people 
more accountable for what they are doing on shift...” [RCW3] 
In addition to a lack of accountability, a few carers indicated that staff 
engagement was variable within their unit; some people were inconsistent in 
their reinforcement of program objectives with the young people. This impacted 
their ability to initiate and sustain changes: 
“…Good ideas would come in but wouldn’t end up being the norm. And then the 
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kids would push and someone caves. And then everyone has to cave, because it 
seems like it’s not working.” [RCW5] 
It was clear that a number of carers believed the program would have 
been strengthened by: (1) increased support from team leaders and/or senior 
managers; (2) making staff in the unit accountable for the program delivery; and 
(3) strengthening staff unity, ensuring a whole unit approach is utilised when 
implementing changes. Carers also highlighted that young person ‘buy-in’ is 
important for long-term maintenance of the program objectives. In particular, 
carers spoke about two main issues in relation to engaging the young people in 
the program content: (1) carers found it difficult because there were no 
repercussions30 for a young person not wanting to comply with their 
suggestions around changing their eating and/or physical activity habits; and 
(2) staff were discouraged from persisting with program messages, if it was 
perceived that doing so would be detrimental to their relationship with the 
young person. One carer stated: 
“We will say to them that they don’t need half a dozen eggs, three pieces of toast 
and bacon. And they will say that we are just trying to be a bitch. And we will say 
that, no we are just trying to minimize the health impacts that they may have in 
later life or now.” [RCW9] 
2. Creating a health champion. 
30 The HEAL program is intended to be implemented using positive encouragement, incentives 
and reinforcement, not as a command and control approach with consequences for not 
complying. 
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Carers were asked their thoughts on having a dedicated or specialist 
HEAL role (external model) versus having a residential care worker take HEAL 
on as an additional portfolio (internal model). All but two carers believed that 
having an external HEAL coordinator who embodied and promoted key 
program messages, and worked alongside unit staff to embed the HEAL program 
into standard practice, would be the best way to achieve the program objectives. 
Suggested reasons for this included: (1) an external person is more able to focus 
on changes that could be made in a particular unit (given it was their primary 
role); (2) carers are already over-extended and therefore have limited time to 
implement an additional program, for example, carers are often occupied with 
the daily routines of the residential care units (i.e., transportation, maintaining 
the cleanliness and order of the unit, following up young people who have 
absconded); (3) high staff turnover impacts consistency; (4) carers often have 
more immediate priorities (i.e., managing crisis and keeping the young people 
safe); and (5) an external coordinator was viewed as having more “authority” to 
implement changes. Despite most advocating for a dedicated HEAL role, having 
a staff member within the unit take on the program as an additional portfolio 
was still valued. A small number of carers were optimistic about staff on the 
ground being able to implement the program if required. One carer remarked: 
“If the program closes or whatever I am sure there would be other staff willing to 
take it on…we are more conscious of what we are doing and what we are feeding 
our young people anyway now.” [RCW5] 
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Suggested benefits of this approach included having greater knowledge 
about the young people, the residential units, and the organisation. However, 
overall they were wary that it could not be too “heavy duty” or it would get lost 
in the day-to-day routines. Again, carers made it clear that additional training, 
resources, and support (i.e., from team leaders or greater authority to 
implement changes) would be needed to see the intended benefits.  
3. Making the HEAL program sustainable 
Although the carers were able to recognise a number of positive program 
outcomes, there were mixed responses in regards to whether the changes were 
sustained throughout the duration of the program or would be maintained post-
intervention. Some carers were confident that any changes made were still in 
place: 
“Well I’ve been at this Unit for four months now, and it’s a daily routine for the 
clients at the Unit. They eat fruit instead of chocolate biscuits or bars of chocolate 
or whatever, so there has been sustainable changes.” [RCW11] 
Others indicated that they were unable to achieve lasting changes; this 
was mostly explained by the young people’s variable engagement (depending on 
what is currently going on in their lives, and individual client complexities): 
“I liked that the information is there for clients to reflect on. I like the purpose of it. 
I like its intentions. I just feel that it hasn’t been a focus. For our Unit there has 
been a lot of crisis, with a lot of police intervention and that has been the focus - 
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which if that hadn’t been there the program could have had a bigger impact on 
them.” [RCW9] 
It was clearly evident, however, that carers saw great value in the 
program content: 
“I thought it was a good opportunity to get something going in terms of healthy 
eating and activity which is something we have always looked to pursue. I dare say 
all residential programs should have something like that.” [RCW14] 
A number of carers made suggestions for improving the program; these 
were mostly around tailoring the program to fit the unique context of residential 
care. Specific examples provided by the carers and young people interviewed 
included: fresh fruit/vegetable boxes, cookbooks, meal plans, vouchers for 
sporting organisations/activities, and access to gyms31. Other suggestions 
included having male and female HEAL coordinators, and increasing the number 
of people trained to deliver the program content (to facilitate increased one-on-
one engagement with the young people and positive role modelling).  
4. Connection to Community 
Carers perceived a need to capitalise on opportunities presented by 
HEAL to connect the young people with the wider community. Carers described 
how the program helped the young people become more engaged in the 
31 Each young person participating in the program was offered a free 6-month YMCA gym 
membership. However, this was location dependent as not all residential care units were located 
within close proximity of a YMCA facility.  
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community, either through activities run across different units or by connecting 
them with external organisations/services. Building these connections 
facilitated positive social interaction and improved their confidence: 
“And one of the clients began bike riding with the previous health coordinators 
and now plays basketball, as do two of the other clients. So they are getting into 
sport and rec and that allows them to go outside and gain confidence and work 
within the community in sport clubs.”[RCW11] 
Discussion 
Our findings showed the HEAL program was welcomed by carers of 
young people in residential OOHC.  Indeed, carers reported that there was 
plenty of scope to improve the eating and physical activity habits of the young 
people in their care prior to the implementation of the HEAL program, 
indicating the need for such programs in OOHC.  Overall, carers reported that 
the program increased their awareness and, in some cases, a shift towards 
positive behaviour change among staff and young people’s dietary and physical 
activity habits. Importantly the findings describe the challenges carers face to 
improve lifestyle behaviours in this sector.  Notably, the young people’s 
vulnerability, lack of knowledge, and low prioritisation of healthy habits, as well 
as their poorer outcomes (i.e., increased physical and mental health needs and 
lower educational and social attainment) compared to their peers in the 
community.  
HEAL is the first program to actively focus on, and prioritise healthy 
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lifestyle habits for young people in OOHC. Feedback indicates the program was 
well received by staff and young people, and was able to effect some level of 
change in either their eating and/or physical activity habits. At a minimum, 
HEAL appeared to have raised awareness of the importance of leading a healthy 
lifestyle and seemed to help young people and carers initiate small changes 
within their unit; these changes were mostly introduced by the carers 
themselves, either through new “rules” around foods purchased and prepared 
for the young people, or role modelling and encouraging physical activity. Carers 
highlighted the numerous social benefits of co-participation, including how 
physical activity provides an opportunity to spend quality time with the young 
people. Engaging the young people in the program content was however, 
dependent on the strength of their relationship(s) with carers. 
An important finding was identifying barriers associated with different 
levels of program engagement, or ‘buy-in’ across OOHC residences. Foremost, 
HEAL was not a mandatory program and was delivered in real world conditions 
among societies most disadvantaged youth. It is however, important to identify 
potential reasons for low engagement to inform and adapt the program delivery 
in areas of need. While there was some resistance by young people to change 
behaviours, carer ‘buy-in’ underpinned the level of program success. A potential 
explanation for low ‘buy-in’ to the program includes, low engagement of carers, 
team leaders and/or senior management and some confusion about their role in 
the program. This was confounded by a high turnover of staff and young people; 
additional workload; external delivery mode (i.e., reliance on HEAL coordinator 
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and/or resistance to an additional person bringing their own ideas/suggestions 
for change); and having to consider their own lifestyle behaviours. These 
findings are not dissimilar to those of Dominick et al. (2014), who attributed 
their null intervention effect to implementation failure, and recommended 
future interventions assess readiness, motivation to change, and organisational 
capacity to establish stakeholder ‘buy-in’. It is clear that to maximise program 
benefits, a greater focus on building key stakeholder ‘buy-in’ is necessary in the 
planning phases of implementation. In addition to improved ‘buy-in’, carers 
generally preferred an external model of program delivery; this approach is 
more expensive and reliant on funding for sustainability. Despite this 
preference, interview data inferred that a stronger indicator of program success 
for programs such as HEAL, is when there is key stakeholder ownership and the 
goals (i.e., healthy lifestyle behaviours) are embedded into the culture of usual 
care for young people in OOHC. 
Consistent with our quantitative findings (Cox et al., submitted, 2015a), 
carers also indicated that behaviour change was not always sustained over the 
duration of the program. This is not surprising given that young people in OOHC 
often present with complex behaviours and the environment they live in can be 
challenging behaviourally. A recent audit of OOHC in Australia reported, 
“children in residential care generate a disproportionately high number of 
critical incidents” (p. 9, Victorian Auditor General, 2014). Implementing healthy 
lifestyle programs like HEAL in a vulnerable and socially disadvantaged 
population group is a clear challenge. For these youth, healthy lifestyle is a low 
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priority. Many young people in OOHC have experienced multiple forms of 
repeated abuse and neglect, and often their behaviours reflect having to survive 
and adapt to traumatizing situations (Barton et al., 2011). Furthermore, it is not 
uncommon for young people in OOHC to experience problematic eating and 
food-related behaviour (i.e., emotional eating, compulsive eating, overeating, 
binge eating, and stealing or hoarding food) (Cox et al., 2015). Subsequently, to 
become more attuned and responsive to the needs of young people in care, 
concepts of eating and physical activity must be contextualized within a trauma-
informed framework of understanding (see Cox et al., submitted, 2015c). Future 
work in this area needs to consider how we can build staff capacity to ensure 
that a young person’s health is prioritised, alongside managing crisis situations, 
but also to apply a trauma lens to understanding eating and physical activity 
behaviours. 
Conclusions and recommendations for future research. 
Implementing interventions into real-world settings is complex and challenges 
faced in the current study are not unique. Previous attempts to implement 
interventions in the child welfare sector have resulted in a number of programs 
failing to reach their full potential, either because of issues arising from the 
service setting or the implementation process itself (Aarons et al. 2011; Mildon 
& Shlonsky, 2011). This is not to say that the HEAL program was unsuccessful. 
Participants viewed HEAL as a necessary adjunct to the residential care 
program, and were able to describe a number of positive outcomes as a result of 
participating in the programs activities. However, to ensure HEAL is integrated 
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into usual care, that is, program ownership is transferred from the developers to 
the participating agencies in a way that ensures program effects are sustained, it 
is integral that a systematic implementation strategy is developed. A summary 
of lessons learnt and recommendations to ensure effective implementation and 
sustainment of the intervention in this unique setting are summarized below. 
Table 6.9 
Lessons learnt and recommendations to facilitate implementation of interventions 
in the child welfare sector  
Lesson Learnt Recommendation 
Residential OOHC is a unique 
setting. 
1. Researchers must first spend 
time understanding the service 
setting. This includes 
understanding key 
stakeholder/organisational 
needs and tailoring strategies for 
the target group (i.e., adaptation 
of the program to fit the unique 
context of residential care). 
Key stakeholder ‘buy-in’ is 
essential.  
1. Researchers must focus on 
building key stakeholder ‘buy-in’, 
especially among team leaders 
and senior management. This 
includes conducting assessments 
to check readiness to change, as 
well as organisational capacity to 
support the intervention. 
2. Identifying a program 
“champion” in each residence, 
who embodies and promotes key 
program messages, and works 
alongside unit staff to embed the 
program into standard practice is 
recommended.  
It is important that program 1. Programs need to be adaptable 
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Lesson Learnt Recommendation 
delivery has a degree of flexibility, 
to match the changing 
environment in OOHC and/or 
needs of the target population. 
to cater for: different levels of 
comprehension (i.e., young 
person versus carer), alternative 
methods of program delivery 
(this is likely to be dependent on 
each organization, and available 
resources to support 
implementation etc.), preferred 
methods for training (i.e., online 
versus face-to-face training), and 
program intensity (different 
units might have different levels 
of need depending on available 
resources). 
2. Researchers, in collaboration 
with key stakeholders, must 
continuously reflect on and 
evaluate intervention outcomes. 
Conducting ongoing quality 
improvement process and 
repeated evaluations to check 
effectiveness are necessary. 
The way an intervention is 
implemented is as important as 
what is implemented. 
1. It is recommended that in future 
studies, an implementation 
framework is co-designed and 
developed by the stakeholders, 
including the voice of the young 
people themselves. This 
framework needs to be followed 
to improve overall program 
effectiveness and promote 
improved long-term health and 
wellbeing for all young people in 
OOHC. 
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Abstract 
This qualitative study examined the experiences of the Healthy Eating, Active 
Living (HEAL) program coordinators, who delivered a healthy lifestyle 
intervention to young people in residential out-of-home care (OOHC). Ten HEAL 
coordinators, age 26-53 years who implemented HEAL in OOHC, participated in 
semi-structured interviews to explore: (1) positive outcomes resulting from 
program participation (for young people and carers), and (2) key facilitators and 
barriers to successful implementation of the HEAL program in residential care. 
Findings demonstrated that HEAL was considered a valuable adjunct to the 
residential care program, and was successful in raising awareness about the 
importance of leading a healthy lifestyle. HEAL coordinators described positive 
behaviour change amongst the young people and carers including, improved 
dietary, physical activity, and sleeping habits, and development of independent 
living skills.  Implementation barriers related to funding, professional 
development of carers, and leadership support are discussed.  These latter 
findings have informed current program practices to improve stakeholder ‘buy-
in’ for future HEAL programs.   
Key Practitioner Messages: 
x Future interventions must situate the functions and meanings of food 
and physical activity within the context of trauma and attachment 
histories.  
x Carer capabilities need to be strengthened so that they can effectively, 
and safely manage challenging behaviours, yet still address the 
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lifestyle habits of young people in care.  
x Additional mechanisms and levers at both the organizational and 
sector level that will support ‘mainstreaming’ of the intent of HEAL 
are necessary.  
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Introduction 
Research investigating interventions that aim to improve the food and 
physical activity environments provided to young people in residential out-of-
home care (OOHC) are limited (Dominick et al., 2014; Skouteris et al., 2013). 
Young people in OOHC are a hard to reach population with low levels of 
awareness about leading a healthy lifestyle.  While carers have to ensure the 
mental and physical safety of young people in their care, their ability to do so is 
often limited by “their lack of qualifications, skills and training, and the level of 
support provided to them” (Victorian Auditor General 2014, p. 10); a recent 
study suggests that carers’ health literacy could be improved (Cox et al., 2015). 
This third and final paper in the series by Cox et al., reports on the HEAL 
coordinators perceptions of program outcomes and facilitators and barriers to 
implementation. 
The appointment of coordinators to drive HEAL was considered 
necessary to facilitate adoption, implementation and coordination of the 
program. Coordinators’ roles included meeting with each young person one-on-
one to develop an individual health plan, running educational or professional 
development sessions with young people and carers, introducing HEAL themes 
and organising activities for the young people (e.g., healthy cooking classes). As 
the main drivers of the program, HEAL coordinators are key informants, who 
could deepen our understanding of the setting, program outcomes and 
implementation processes. The aim of this study was to: (1) determine whether 
experiences of the HEAL coordinators differed from those of other key 
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stakeholders (i.e., carers and young people); (2) better understand the 
complexities of implementing an intervention in this setting; and (3) identify 
facilitators and barriers to successful implementation of the HEAL program in 
residential care.  
Method 
Design  
A randomised trial was designed to assess the efficacy of a 12-month 
intervention to improve weight and weight-related behaviours of young people 
and their carers in three major OOHC community service organisations (CSOs) 
and the (former) Department of Human Services in Victoria, Australia in 2012-
14. Ethics approval was obtained from the Deakin University Ethics committee 
and the (former) Department of Human Services Research Coordinating 
Committee. The evaluation of HEAL included conducting semi-structured 
interviews with coordinators of the HEAL intervention.  
Study intervention 
A detailed description of the intervention has been published elsewhere 
(Skouteris et al., 2013). Briefly, HEAL provides information and practical 
opportunities for young people in the OOHC setting to support positive choices 
and behaviour changes to their eating and physical activity habits. HEAL also 
provides carers with professional development, resources and support to 
facilitate these behaviour changes among the young people, and recognises the 
importance of positive role-modelling. 
 253 
HEAL coordinators 
There were two different implementation models of HEAL. At Berry 
Street, dedicated HEAL coordinators were appointed who did not currently 
work in the residential care units (external model). These were .5 FTE positions, 
with HEAL coordinators working with up to four units at any one time. 
Hurstbridge Farm also used an external model, with one coordinator working 
across two units (located on the same property). At The Salvation Army 
Westcare, a residential care worker already employed in the unit was appointed 
as the HEAL coordinator (internal model). HEAL was an additional portfolio 
which was incorporated into their existing role; no dedicated time was 
specifically allocated to the position and coordinators worked only in their unit. 
Wesley Mission Victoria33 also opted for an internal model of program delivery. 
However, HEAL training was run with each young person’s keyworker. 
Depending on the number of young people currently living in the unit, up to four 
carers from a single unit were trained in program delivery.  
Procedure 
Participants were contacted via email and invited to be interviewed at a 
time suitable to them. The timing of the interviews differed across participants, 
depending on the model of program delivery. For external HEAL coordinators 
(n=6), interviews took place approximately 6 months post-intervention. For 
internal HEAL coordinators (n=4), interviews took place approximately 12 
33 In total, 19 carers from Wesley Mission Victoria received the HEAL training, however, these 
carers were not identified as “HEAL coordinators” and therefore no one from Wesley Mission 
was interviewed. 
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months post-intervention. Four coordinators (external model of delivery) 
participated in a second interview, which took place approximately 12-18 
months post-intervention; these interviews were conducted after the external 
coordinators had starting working with the wait-list control units. Author RC 
conducted all interviews and coordinators gave their consent for participation at 
the beginning of the interview. Semi-structured interview guides were used 
which included both open- and closed-ended questions.  
Coordinators were asked about: factors that impacted young 
person/carer engagement, changes observed, components of the program that 
worked well/didn’t work well, and what program modifications are needed to 
ensure any changes are sustained post-program. The semi-structured interview 
guides were used to direct the discussion; where appropriate, probing questions 
were added and coordinators were asked to elaborate or provide examples to 
support their responses. Interviews lasted approximately 20-45 minutes. Each 
interview was audio recorded and transcribed verbatim (the audio records were 
typed verbatim by RC and checked for quality by two authors (RC, JF)).  
Data Analysis 
Transcripts were analysed using thematic content analysis. The data 
were analysed with a view to gaining a contextualised understanding of: (1) the 
experiences of HEAL coordinators in delivering the intervention program; (2) 
barriers to program implementation; and (3) necessary program adaptations to 
ensure a healthy eating, active living culture is embedded in residential OOHC. 
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Two authors (JF, RC) read the transcripts and identified coding themes. Initial 
themes were synthesised to reflect similar content and experiences and 
differences were discussed and resolved to ensure full agreement for the 
analyses. Inter-rater agreement between the coders was 84%. Any 
discrepancies were resolved by discussion. 
Results 
Participants 
Throughout the course of the intervention, a total of 17 HEAL 
coordinators were appointed across Berry Street, Hurstbridge Farm, and The 
Salvation Army Westcare, with ten participating in the current study, see Table 
1. Coordinators in the current study ranged in age (26-53 years), and nine were 
female.  
Table 6.10  
Number of HEAL coordinators employed across each organisation 
Organisation Region/unit HEAL coordinators 
interviewed/appointed, 
n 
HEAL implementation 
model  
Berry Street Southern 1/1 External 
 North-West 1/3  
 Gippsland 1/2  
 Hume 2/2  
Westcare Unit 1 1/2 Internal 
 Unit 2 1/3  
 Unit 3 1/2  
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Organisation Region/unit HEAL coordinators 
interviewed/appointed, 
n 
HEAL implementation 
model  
Westcare Unit 4 1/1 Internal 
Hurstbridge Farm Unit 1 & 2 1/1 External 
 
Four major themes emerged from the interviews: (1) planting the seed; 
(2) residential care is a challenging environment; (3) carers are the key to 
success; and (4) carer capacity must be built. Within each major theme, sub-
themes were identified, along with supporting quotes. Quotes are verbatim from 
participants (HC= HEAL coordinator). Colloquial language such as ‘um’ and ‘you 
know’ was removed to improve readability.  
 “Planting the seed”  
Coordinators talked optimistically about the program’s impact, reporting 
a number of positive changes that were initiated within their residential care 
units. Whilst not all changes were maintained for the duration of the program, 
coordinators noticed a shift in previously ingrained behaviours (of both young 
people and carers).  In particular, coordinators noticed promising signs in three 
main areas: (1) creating a healthier home environment, (2) fostering healthy 
habits for the future, and (3) improved social-emotional health.  
1. Creating a healthier environment 
The most significant change reported by the coordinators was increased 
staff awareness, with carers becoming more conscious of the types of 
food/drinks they were providing to young people. Increased awareness led to 
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changes in the OOHC environment including: provision of healthier food and/or 
beverages, an increase in the type and/or frequency of activities being offered to 
young people, and improved role modelling by the residential carers. 
Coordinators reported that these changes to the ‘home’ environment were 
accompanied by healthy changes among the young people’s water, soft drink 
and fruit and vegetable intake, as highlighted by one coordinator:  
“We now have water readily available…lots of fruit now…We’d have like party pies 
and sausage rolls for them - we don’t have any of that any more…Kids are taking 
their lunches to school now where they used to go without. They’re having 
breakfast…we just don’t buy soft drinks here anymore…we don’t really have 
cordial either. They still have fruit juices - that’s been decreased as well.” [HC 5] 
Coordinators noted that many young people were eager to get involved 
in the activities that were presented to them through the HEAL program. Novel 
activities and purchasing equipment for the unit(s) was used to increase 
physical activity levels, whilst simultaneously building rapport and engaging the 
young people in the program content more broadly. For example: 
“Sailing. We did a couple of overnight trips doing dolphin swims…we did rock 
climbing, trampolining…we had a couple of young people enrol in hockey and gym. 
The young people who were actively involved in the gym after the HEAL program 
promoted that, are still going now. Lots of swimming...” [HC 2] 
Over the course of the program, many units began to incorporate 
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physical activity into their weekly routines, with a number of young people 
engaging in regular exercise programs. Coordinators observed changes in carers 
health behaviours and suggest the program led to reflection about their own 
health and wellbeing, as well helping staff identify areas for improvement. Shifts 
in staff behaviours appeared to have a positive flow-on effect: 
“Everyone is wanting to eat healthy - have a few, myself included, who have lost 
weight.” [HC6] 
2. Fostering healthy habits for the future 
The program appear to contribute to the development of skills of young 
people that are likely to support independent living post-care, as well as 
knowledge about leading a healthy lifestyle. Coordinators reported an increased 
number of young people demonstrating initiative by contributing to weekly 
menu plans and meal preparation: 
 “...[they now] include the young people with what to have for dinner and shopping 
plans. Get them to write out the list and give them money so they can go buy and 
they also assist with the cooking, much more involved than they used to be.” [HC 7] 
3. Improved social-emotional health  
Some coordinators observed that changes which improved diet and 
regular opportunities for physical activity, provided a structure for routine, 
which resulted in better sleeping patterns, and social and emotional 
improvements for some young people: 
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“The unit has become a lot more settled, was more chaotic before the HEAL 
program started.” [HC 8] 
“Before HEAL we would have had fizzy drinks, cordial. It helps us in that 
sometimes a young person who has too much sugar can be heightened. The HEAL 
program has made us think ‘ok let’s get rid of sugar all together’.” [HC6] 
‘A challenging environment’ 
A consistent theme discussed was the unique context of the residential 
care setting, and coordinators emphasised that this environment can be an 
exceptionally challenging workplace for carers. Coordinators described the 
challenges to implementing interventions in this setting, with four central sub-
themes emerging: (1) crisis is king, (2) problematic eating and other issues 
related to trauma and neglect are common, (3) it is difficult to engage all young 
people, and (4) accessing funding can be difficult. 
1. Crisis is king 
The management of critical incidents that occur within the units 
frequently takes precedence over all other activities. Coordinators talked about 
carers having to contend with aggression, substance abuse, and criminal 
behaviour, and that a large percentage of their time is consumed managing these 
types of behaviours. HEAL activities, such as planning a healthy meal or going 
outside to be active are sidelined when these crises occur: 
“…so much focus and energy from the staff goes to making the unit run and the 
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young people stay alive, that their wellbeing and the rest of it is a separate job.” 
[HC 2] 
One coordinator had concerns about carers in their units often using food 
to help manage difficult behaviours. For example, using junk food to diffuse a 
situation: 
“If there’s an argument, they’re like, ‘ok, let’s go for a drive’. But a drive ends up at 
the KFC [Kentucky Fried Chicken] drive-through getting a slushy and then the 
slushy turns into a slushy and food. And this is after dinner, so right before bed.” 
[HC 1]  
Others held the opinion that a substantial percentage of incidences arise 
from the young people being ‘bored’. They suggested that providing greater 
opportunities for physical activity may help alleviate their boredom and was 
offered as a strategy to prevent and/or manage recurrent incidence. For 
example: 
“[Young person] who I got the bike for had just been to court for robbery, and I 
said, ‘why are you doing that?’ and he said, ‘I’m just bored’…He’s going to start 
doing it again because he’s got nothing to do. So create things that give them 
something to do.” [HC 3] 
2. Problematic eating and other issues related to trauma and neglect 
Coordinators noted that many young people enter OOHC with pre-
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existing, food-related issues, and these were often linked with their past 
experiences. Common examples included hoarding, bingeing, stealing or hiding 
food, and a tendency to overeat. It was also apparent that the majority of young 
people have a preference for “junk” food, and this was commonly associated 
with life time exposure to this food environment.  Coordinators talked about 
how some young people continually seek these foods, take any opportunity to 
consume them, and often choose to spend their own pocket money on these 
types of foods.  Efforts to reduce access to these types of foods was met with 
considerable resistance and coordinators spoke about carers feeling 
uncomfortable denying the young people access to their favourite foods, 
especially since many in their care have previously experienced neglect and 
denial of food. This resulted in some carers being reluctant to implement HEAL 
themes that seemed to be encouraging further denial of comfort and care. For 
example, one HEAL coordinator commented: 
“We don’t know what their background is or what they have been denied. So I 
suppose food for some of these young people, particularly if they have suffered 
abuse, which the majority have, they would see it almost as a life sustaining thing 
that could be taken away at any time. So I think that kind of thing, psychologically, 
is probably deeply embedded in the young people. So trying to limit or withdraw 
some kinds of food could be a challenge for sure.” [HC 2] 
3. Young people can be difficult to engage 
Coordinators were not able to engage all young people in the program 
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content for a range of complex reasons including social withdrawal (i.e., young 
person isolating themselves from carers and other young people in the unit), 
frequent absconding, engaging in criminal behaviour, heavy substance use or a 
combination of each. The high turnover of young people (and carers) across 
different units also impacted the coordinators’ ability to initiate and maintain 
relationships, and encourage program participation: 
“It's hard to make changes in adults that haven't been through trauma, like let 
alone kids that are so blocked off or disengaged.” [HC10] 
Other program implementation challenges noted by coordinators to 
engage young people included: (1) a lack of practical skills to translate their 
intentions into action (e.g., young people in OOHC have often missed typical 
opportunities in childhood for skill development, e.g. learning to swim or ride a 
bike); (2) difficulties forming relevant/realistic goals and sticking to them over a 
period of time; and (3) in some cases   ‘difficulties accepting authority and 
following rules’, with the program being perceived as a means of ‘rebelling’ and 
resisting  rules (a trait that is characteristic of the teenage years).  
4. Funding 
In addition to funding related to staffing, on-costs and so on, program 
coordinators highlighted the importance of having sufficient funding to support 
HEAL-related initiatives, for example, funds to pay for activities or to purchase 
equipment for a unit. Coordinators from Berry Street and Hurstbridge Farm 
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were given additional funds (up to $10,000 in some regions) specifically for 
HEAL; this money was provided by the organisation or through philanthropic 
avenues. It is important to note that this additional funding was not built into 
the original program, however, these organisations decided it was necessary in 
order to successfully maintain the HEAL program. Coordinators talked about the 
benefits of having access to this additional funding including: (1) being able to 
purchase things that wouldn’t necessarily fit into the weekly unit budget; (2) not 
having to rely on usual pathways for obtaining funding (which can be time 
consuming); and (3) purchasing new equipment and organising activities helped 
“buy-in” (both young people and carers): 
“…the budget has helped in that respect because one of the consistent things in resi 
[residential care] is there isn’t enough money…and there’s only a small amount 
from DHS [Department of Human Services] that gets spent on clothes and stuff for 
the kids. Budgets are always an issue, so if there is something they can get they’re 
like ‘oh, that’s awesome’. [HC4] 
One coordinator gave examples of the types of things purchased with 
their HEAL budget: 
“We had lines painted on the ground for a basketball ring…four square, hopscotch. 
We’ve been able to purchase new equipment, totem tennis, boxing bags, and some 
exercise equipment and bikes.” [HC5] 
Conversely, those coordinators who weren’t given any additional funds 
 264 
talked about their weekly budgets being restrictive; limiting the types of things 
they can purchase for the young people (i.e. exercise gear) and/or types of 
activities they can engage in: 
“Funding was also an issue for us. That was the main issue for trying to get out and 
do things.” [HC7] 
‘Carers are the most valuable resource’  
Program implementation and fidelity was contingent upon carer’s 
engagement with four subthemes emerging: (1) relationships matter, (2) carers 
need to be organised, prepared and take initiative – good intentions are not 
enough, (3) consistency is key, and 4) carers are role models.  
1. Relationships matter 
The strength of the coordinators’ relationship with a young person, and 
between the young person and their carer influenced program engagement. If 
the coordinator was able to establish good rapport with a young person, and the 
young person also had a good relationship with their carers, they were more 
likely to be receptive to the program. Conversely weaker relationships reduced 
the likelihood of the young person engaging. HEAL coordinators felt that when 
they did engage, the young people enjoyed the specialised attention, without 
record keeping:  
“Sometimes it's as simple as just talking to someone that isn't going to file note 
everything they say and do a handover...” [HC10] 
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2. Carers need to be organised, prepared and take initiative – good intentions are 
not enough 
Coordinators discussed that making the ‘healthy choice’ in OOHC units 
required carers to have forward planning and strong organisational skills. 
Greater engagement was observed among carers who would actively seek out 
opportunities to get the young people exercising, and were constantly 
encouraging them to ‘get moving’. Carers in these units were also more likely to 
access program resources, to ask coordinators for advice and work 
collaboratively to improve their unit’s healthiness: 
“Staff are asking for resources to use with the young people. We purchased a 
basketball ring because staff really wanted to go outside with the young people. 
We’ve also purchase a bike that will be used by the staff and the young people - so 
that they can go riding together…the staff are really on board at [unit name], 
trying to help the young people.” [HC 2] 
Conversely, if carers were not committed to the program and were 
hesitant to participate, this was also reflected in the young people’s attitudes 
and behaviours towards the program:  
“If staff engaged then kids engaged, if staff weren’t then they wouldn’t be.” [HC 6] 
“…if the staff don't want to do exercise or don't want to do something, the kids 
don't do it…and if the kids want to do it and staff don't, they're not doing it.” [HC3] 
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3. Consistency is key 
Coordinators described how the challenging environment of OOHC 
influenced the ability to maintain healthy changes, especially those involving 
food.  If carers were not consistent then long-term change was not established:   
“…it can get too hard, because his behaviour can escalate really quick. So they 
[carers] kind of want to resolve it.  So if that means, “here’s an ice cream” or 
something, they’ll do it…they don’t want to have confronting scenes all the time, 
and they will give in a fair bit.” [HC1] 
However, where carers did not ‘give in’ to opposition and were 
consistent across the staff group, the young people eventually adjusted to the 
changes, and improved eating habits did eventuate. Similarly, carers who 
provided consistent support to the young person to participate in physical 
activities (ensuring transportation to the venue, staff availability and continually 
providing encouragement), had the most success in getting the young people 
more active: 
“…he wanted that [personal training] but also it was me pushing as well. But he 
does love it now that he goes, and he shows me his muscles every time I see him.” 
[HC 1] 
4. Carers are role models 
Coordinators observed differences among carers ability to be role models 
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for young people.  Carers who had an interest in their own health and wellbeing 
embraced being a role model and tended to show more initiative in terms of 
engaging the young people; 
“One staff member has been on a health kick. And she’s been a really good role 
model for the kids…upping her exercise and encouraging the kids to exercise with 
her. It’s a win-win…she gets exercise, the kids get exercise and the engagement.” 
[HC 4] 
Carers could also work against the aims of HEAL by modelling ‘unhealthy’ 
habits. This was mostly attributed to some carers having low levels of health 
literacy, failing to recognise why it’s important to focus on improving the young 
people’s health (in the face of other challenging behaviours), misperceptions 
about what would be considered ‘healthy’ (e.g., carers mistakenly believed that 
their unit was already healthy), and lacking the necessary skills to model a 
healthy lifestyle: 
“Ultimately up to the staff, if they don’t do it in their own lives why would they do it 
differently at work.” [HC8] 
“Capacity building”  
Coordinators identified three areas that would enable the program to be 
embedded in usual practice: (1) professional development for carers on 
delivering the program; (2) a program champion; and (3) prioritising HEAL.  
1. Carers need comprehensive education about HEAL  
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As acknowledged above, the coordinators identified carers as key players 
in getting the young people engaged in HEAL, however, they generally felt that 
for all carers to be able to deliver the program effectively, they too needed 
training in the program content. Although this varied across staff groups, there 
was a sense that carers’ health literacy could be quite poor, and therefore carers 
would benefit from developing their understanding of why it’s important to lead 
a healthy lifestyle, both for the young people and themselves: 
“…if we’re looking at creating good environment for the kids, if we train up and 
value the staff and the knowledge they have, that is going to filter down...It benefits 
not just their ability to do their job but them as well.” [HC 4] 
Coordinators stressed that education alone is not sufficient; additional 
training needs to be: (1) interactive, (2) include strategies on how to engage the 
young people in health activities and empower them to make positive behaviour 
changes, (3) include strategies for broaching sensitive topics, and (4) focus on 
their power as a role model.  
2. The program needs a HEAL champion and greater accountability from carers 
It was clear that the program had the greatest impact when the 
coordinators were able to identify a HEAL ‘champion’ in their unit(s). These 
champions were described as being passionate about the programs objectives, 
proactive, and promoted the program when the HEAL coordinator was away 
from the unit: 
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“So if there’s more health conscious people in the unit, they’re definitely more 
onside with the HEAL stuff, and will push it further, which has helped.” [HC1]  
Appointing a champion in each unit (in addition to the HEAL 
coordinator), to drive the program, and ensure it remained a focus for all unit 
staff, was recommended. This was especially important for units who were 
appointed an external HEAL coordinator; external coordinators visited their 
units fortnightly and therefore relied on carers to continue their work in 
between visits. Again, it was advised that offering HEAL training to all carers, 
would help overcome this limitation by fostering a sense of program ownership 
and responsibility for its outcomes.  
3. HEAL must be prioritised 
The coordinators openly acknowledged the complexities of working with 
this population, however, overall they felt that more can be done to prioritise 
the health and wellbeing of young people in OOHC, and this needs to be driven 
by leadership: 
“…there is changeover of staff and a lot of staff and I appreciate that. But, once 
again, if your supervisor’s on board and is holding that unit together, all this is as 
easy as ‘this is what our boss said and it’s done’.” [HC3] 
HEAL coordinators stressed the importance of recognising that food and 
physical activity provide opportunities for more therapeutically informed care, 
and made suggestions to help prioritise health outcomes, including: (1) 
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formalising the expectation that young people are regularly involved in activities 
that promote their health and/or wellbeing; (2) incorporating ‘HEAL’ into each 
young person’s care plan; and (3) building a ‘healthy eating, active living’ 
philosophy into carers’ position descriptions.  
Discussion 
The findings of this qualitative study among HEAL coordinators shows 
that the HEAL program was a valuable adjunct to the residential OOHC program, 
which not only raised awareness of weight-related behaviours but also initiated 
behaviour change to improve these behaviours in young people and carers. A 
clear and consistent finding for coordinators was the challenges faced 
implementing an intervention in a highly disadvantaged population of young 
people. This target group is characterised by histories of abuse, neglect, 
concomitant trauma, and attachment disturbance, and one cannot 
underestimate the impact this can have on a young person’s physical and mental 
wellbeing, and developmental needs (Victorian Auditor General, 2014). 
Subsequently, the efficacy of the HEAL program must be understood in the 
context of the target group’s histories of trauma and attachment disturbance, as 
well as the statutory group home living, where a young person is living with 
multiple professional carers.  
Feedback from coordinators consistently highlighted the need to 
strengthen carers’ capacity to create a healthy home environment. One can 
appreciate why it can be challenging for carers to juggle demands, for example, 
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responding to difficult behaviours (i.e., impulsive, hyper-aroused, deregulated or 
aggressive behaviours, Verso Consulting, 2011) but also having to meet basic 
care requirements, such as preparing a healthy meal. First and foremost the 
young people must be kept safe, and responding to these types of behaviours 
prioritised, however, carer capabilities need to be strengthened so that they can 
effectively, and safely manage challenging behaviours, yet still address the 
lifestyle habits of young people in care. Another major learning from this 
program of research is that it isn’t as easy as saying ‘just get them to eat more 
vegetables and be more active’. The evidence strongly indicates that we need to 
situate the functions and meanings of food and physical activity within the 
context of trauma and attachment histories.  
Punch et al. (2009) conducted ethnographic research to explore food 
practices of children, young people, and carers in OOHC, and describe how a 
young person’s eating habits, and attitudes towards food can deepen our 
understanding of them, and provide important insights into their current 
emotional states and experiences (past or present). Importantly, Punch et al. 
(2009) describe the potential food holds to help children be nurtured and 
recover from the absence of nurture, and to feel as if they belong, that they are 
cared for and to feel connected. Physical activity also provides an everyday 
opportunity to help children feel connected, to form new relationships, and gain 
a sense of belonging (Conn et al., 2014); given this population often presents 
with insecure or disrupted attachments and difficulties forming positive social 
relationships (Victorian Auditor General, 2014), the social health benefits of 
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participation in physical and/or recreation activities are particularly important. 
Again, it is recommended that carers are resourced, trained and supported to be 
able to identify the influence of trauma and attachment disturbance on food and 
physical activity behaviours, and to understand how food and exercise can 
become a day-to-day therapeutic strategy for carers to use in trauma-informed 
OOHC practice. 
Series conclusion and future recommendations. The aim of this series 
was report on the evaluation of Australia’s first program to address weight and 
weight-related behaviours of young people living in OOHC; the HEAL 
intervention. Young people in OOHC are amongst societies most disadvantaged 
population groups and their care typically focuses on crisis events rather than 
unhealthy lifestyle behaviours. The evaluation of HEAL was based on mixed 
methods where carers and young people completed questionnaires and 
participated in semi-structure interviews. The transient nature of the OOHC 
workforce and young people was a barrier to collecting information. Further, 
completing the questionnaires was a challenge for most young people, which 
contributed to missing data issues and may have influenced the null 
intervention effects reported in paper one. The difficulties completing 
questionnaires reinforced the need to re-visit evaluation methods, including 
questionnaire design. A better understanding of how the program was working 
was determined though semi-structure interviews. This method was successful 
with carer’s and coordinators and provided rich information on how to gain 
better traction in this sector and how to engage stakeholders who implement 
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the program.  
Papers 2 and 3 showed that HEAL was perceived as an important adjunct 
to current care and overall was highly valued. Importantly, the interviews 
highlighted the barriers and enablers of program implementation in the child 
welfare sector; program champions and carer buy-in, through involvement and 
professional development, were linked to better program outcomes. HEAL was 
implemented in real world conditions and findings from the evaluation 
identified areas which pose the greatest challenge to program implementation. 
These findings are part of a quality improvement process to inform future HEAL 
programs. A summary of lessons learnt and recommendations to support an 
effective, efficient, and sustainable rollout of the HEAL program sector-wide are 
summarized below. 
Table 6.11                                       
Lessons learnt and recommendations to embed a ‘healthy eating, active living’ 
culture in residential OOHC  
Lesson Learnt Recommendation 
It is important to situate the 
functions and meanings of food and 
physical activity within the context 
of trauma and attachment 
histories.  
1. Future interventions need to 
apply a double-layered view of 
food and exercise. According to 
this view, food and physical 
activity can be viewed as both a 
symptom (of past experiences) 
and a (partial) mediator of a 
young person’s current physical 
and emotional states. 
2. It is important for carers to be 
up-skilled so they can recognize 
how day-to-day food and 
physical activity routines can be 
symptomatic of a young person’s 
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experience of trauma, but also 
how each of these can be used: 
(1) to improve a young person’s 
physical health; (2) as powerful 
mechanisms of socialization; and 
(3) as a medium for contributing 
to other care aims, i.e. 
expressing feelings and 
relationships, building 
independent living skills and/or 
self-esteem 
Carers need comprehensive 
training and support to implement 
the HEAL program. 
1. Provide professional 
development and training to ALL 
carers to support program 
delivery. This training would 
need to be interactive, include 
strategies on how to engage the 
young people in health activities 
and empower them to make 
positive behaviour changes, 
include strategies for broaching 
sensitive topics, and focus on 
their power as a role model. 
2. Additional support is necessary 
to help carers develop strategies 
to assist them in managing 
‘crisis’ situations but still 
address the lifestyle habits of 
young people in care. 
3. Additional training is necessary 
to help carers identify and 
address problematic eating and 
food-related behaviours.  
A range of additional mechanisms 
and levers at both the 
organizational and sector level are 
required to support the 
‘mainstreaming’ of the intent of 
HEAL. 
Areas for future intervention include 
but are not limited to: 
1. Altering workforce recruitment 
to incorporate a ‘healthy bodies, 
healthy minds’ philosophy into 
residential carer position 
descriptions, key selection 
criteria, and interview processes. 
2. Including the HEAL program as a 
standing item on meeting 
agendas (unit and care team 
meetings).  
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3. Developing policy guidelines on 
the provision, availability and 
access to food and physical 
activity in residential OOHC. 
4. Developing a ‘health’ passport: 
this could include both medical 
information, as well as other 
important care information, i.e. 
young person’s likes/dislikes 
(food, physical activity), and 
presence of problematic eating 
behaviours etc. 
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6.4 Original Research 
 
“You just sort of do what you do and the healthy food stuff or the physical 
activity doesn’t ever get, it’s never actuated.” Insights into ‘care as 
usual’. 
The Healthy Eating, Active Living (HEAL) program is the first 
intervention nationally and internationally to foster healthy eating and active 
living in young people living in Residential out-of-home care (OOHC) (Skouteris 
et al., 2013). Evaluation of the HEAL program included a mixed method 
approach. Mixed method designs integrate quantitative and qualitative 
methodologies, and researchers are progressively turning to this approach to 
evaluate intervention outcomes (Green et al., 2015). One distinct advantage of 
this methodology is its ability to increase our depth of understanding beyond 
what is capable using only one approach or one source of data in isolation 
(Aarons et al., 2011; Green et al., 2015). This approach also offers an 
opportunity to collect, triangulate, and analyse data from a range of key 
stakeholders, as well as increase our understanding of the perceptions and 
processes that impact adoption and implementation of an intervention program 
(Green et al., 2015). For example, often the questions asked in quantitative 
surveys are insufficient to capture complexity of the intervention. Subsequently, 
researchers can supplement data collection using qualitative approaches, which 
are more flexible, and allow the participants to articulate the strengths and 
difficulties of the program in their own words. The HEAL evaluation is a good 
example of how different methods of data collection can be used to identify 
different intervention outcomes, but also broaden our understanding of the 
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successful/unsuccessful components of an intervention. For example, no 
significant intervention effects were observed in our analysis of quantitative 
data (see Cox et al., submitted, 2015a), yet interviews with HEAL program 
participants (carers and program coordinators) indicated that HEAL was well 
received and viewed as a valuable addition to the residential care program (see 
Cox et al, submitted, 2015b; 2015c). Qualitative interviews also highlighted 
some of the positive behaviour change that resulted from participation in the 
HEAL program, including improved eating and physical habits, and wellbeing.  
Although non-significant, descriptive quantitative data also indicated 
positive changes for carers in the wait-list control group from baseline to time 
two (12-months post-intervention). This included: (1) reduction in screen time 
at work; (2) decreased depression/stress symptoms; (3) increased 
encouragement of, and importance placed on the young people being physically 
active; (4) increased discouragement of the young people eating energy-dense 
snack foods and watching TV; (5) decreased frequency in which the young 
people are offered fruit juice, cordial, soft drink and packaged snacks. Again, 
although not statistically significant, encouraging changes were also observed 
for the wait-list control young people, including: (1) decreased consumption of 
sugary drinks and ‘unhealthy’ foods; (2) an increase in the number of days per 
week the young people are physically active; (3) decreased time spent watching 
TV; (4) lower symptoms of depression, anxiety and stress; (5) increased 
importance, readiness and confidence to make positive changes in relation to 
their eating and physical activity habits, and (6) lower zBMI. In light of these 
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findings, comparative interview data was collected from wait-list control carers 
to determine whether the HEAL program provided any added benefits above the 
model of usual care. Therefore the purpose of this qualitative study was to 
better understand the food and physical activity routines of staff and young 
people who did not receive the HEAL program.  
Method 
Design 
The 12-month HEAL intervention was evaluated using a randomised trial 
design. Ethics approval was obtained from the Deakin University Ethics 
committee and the (former) Department of Human Services Research 
Coordinating Committee.  
Study intervention 
A detailed description of the intervention has been provided in Chapter 5 
of this thesis (see Skouteris et al., 2013). 
Procedure 
Following the completion of 12-months ‘care as usual’, residential carers 
who took part in the wait-list control group were contacted via phone and 
invited to be interviewed. Interviews took place approximately 12-18 months 
post-intervention and were conducted by author RC. Consent for completing the 
interview was confirmed at the beginning of the interview. A semi-structured 
interview schedule including both open- and closed-ended questions was used 
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to explore carer’s opinions and experiences in relation to ‘care as usual’. Carers 
were asked specific questions relating to: (1) how the young people’s food 
behaviours might have been disturbed as a result of their history of abuse or 
neglect; (2) the types of foods they typically have for meals and snacks; (3) how 
often take-away is offered in the unit; (4) whether food is ever used a reward; 
(5) any barriers and/or challenges to adjusting the type or amount of food the 
client’s consume; (6) available resources to support a nutritious diet; and (7) 
whether the young people are encouraged to participate in meal planning 
and/or preparation. Carers were also asked to comment on: (1) the young 
people’s typical physical activity habits (inactive, moderately active, very 
active); (2) any barriers or challenges in engaging the young people in physical 
activity; (3) whether there are opportunities to engage in physical activity 
during work hours; and (4) available resources to support a young person being 
physically active.  
Where appropriate, probing questions were added and participants were 
encouraged to elaborate and provide examples. The interviews with carers were 
conducted over the phone and lasted approximately 15-20 minutes. Each 
interview was audiotaped. Carer’s socio-demographic characteristics included 
date-of-birth and sex.  
Data Analysis 
Anonymised transcripts of the audio records were typed verbatim and 
checked for quality by two authors (RC, BW). The data were analysed with a 
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view to gaining a contextualised understanding of the young people’s typical 
eating and physical activity habits. The same approach to analysis was used as 
Cox et al., submitted, 2015b. Inter-rater agreement between the coders was 90% 
and any discrepancies were resolved through discussion. 
Results 
61 carers were randomised to the wait-list control group. Of these, 1734 
carers were invited to take part in a semi-structured phone interview, and 5 
agreed (29.4% response rate). Carers in the current study ranged in age (27-55 
years), and three were female. 
Similarly to staff who participated in the HEAL intervention, a key theme 
which emerged from interviews with carers in the wait-list control group is the 
need to address the eating and/or physical activity habits of the young people in 
their care. Comparable with carers in the intervention group (see Cox et al., 
submitted, 2015b), participants in the current study also identified low levels of 
health literacy and the young people’s past experiences (i.e. many young people 
in care have suffered severe abuse and neglect) as factors which impact a young 
person’s healthy lifestyle choices. Another clear theme that emerged was 
acknowledgement of a number of barriers to improving a young person’s 
healthy lifestyle habits. Finally, the last theme identified in the current study 
reflected a lack of resources to support encouragement of a healthy lifestyle.  
34 This number reflects the number of wait-list carers who completed the full 12-months of 
‘usual care’.  
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 ‘There is a need to address the young people’s health habits’.  
It was clear from the carer’s responses that they believed many of the 
young people in their unit had been brought up on a diet which contained high 
amounts of take-away and/or “junk” food: 
“…I guess there's been a lot of take-away food. Cause obviously the parents or 
parent has been dysfunctional - therefore not really cooking regular meals...I'd 
imagine that some of them have probably had to prepare meals for 
themselves…yeah a lot of take-away food and junk food.” [RCW18] 
All five carers talked about the young people often being partial to high 
fat, high sugar, processed foods; the carers emphasised that the young people’s 
food histories prior to entering OOHC was associated with their preference for 
these types of foods. For example one carer said: 
RCW22:“Generally, it's all fast food, deep fried… you know chicken nuggets, fish 
fingers, pies, two minute noodles. That's generally their choice of food. 
McDonalds… they'd opt for that every meal if they could.”  
Interviewer: “And do they have access to a lot of those foods?”  
RCW22:“We do have them but it's not something that's there every day. It's not in 
their diet. But weekends when they're cooking lunch themselves, that's the sort of 
food that they'll prepare for themselves.”  
Carers in the current study were conscious of both limiting the young 
 285 
people’s intake of these types of foods and ensuring that “healthy” main meals 
are prepared and offered. For example: 
“…they usually have options of fruit, yoghurt and chips. And they usually just eat 
the chips. We put chocolate out there sometimes. And yeah we try and minimise as 
much sugar as possible being out there. When we have special occasions it will be 
more of those kinds of lollies and stuff around. During our meal times we usually 
try and keep it pretty healthy and fresh. We usually have stir-fries, or they love 
tacos or meat and three veg kind of deal.” [RCW19] 
One carer gave an example of their weekly dinner menu: 
“…we actually got the kids to help formulate a menu. So we mix it up but Monday 
night is, and all of these have vegetables with them, but chicken parma [chicken 
parmigiana] or chicken and rice. And then Tuesday night is taco night. Wednesday 
night is pie night or chicken and fried rice night. Thursday night is pasta or pizza 
night. Friday night is take-away. Saturday night is burgers, only cause it's 
Saturday night. And Sunday we do a roast.” [RCW18]  
Despite efforts to prepare ‘healthy’ main meals, it would appear that the 
young people’s preferred snacks tend to be highly processed: 
 “Yeah a lot of processed foods like chips, like two minute noodles, stuff like that. 
Biscuits. So more packaged, processed foods rather than I guess whatever you’d 
call healthy options”. [RCW21] 
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One carer talked about a recent change to only offer ‘healthy’ snack foods 
in the afternoon. For example, fruit, yoghurt, LCM bars, tuna or cheese and 
biscuits (as opposed to chips and chocolate). The carer described this initiative 
as being met with some resistance from the young people: 
“Yeah it's been a little bit challenging restricting that. A few tantrums have been 
thrown because they haven't been allowed chips and lollies and whatever.” 
[RCW18] 
Despite their best efforts, staff from two different units did identified 
issues or personal concerns around the ‘healthiness’ of foods purchased and 
prepared by other staff in their unit. For example, one commented:  
“…the availability and access to petty cash and that means that we have restricted 
funds to do really big shops and to stock our cupboards up properly. Also, with the 
change of staffing as well - there can be a lack of structure in what's for 
dinner…also we get a lot of our stuff from Foodbank35 and a lot of that will be 
frozen goods or chocolates or lollies. Which is all of the stuff they kind of provide us 
on the free but yeah it doesn't really improve the health of our young people.” 
[RCW19] 
When asked about how often take-away food is brought for the young 
people, all five carers specified that this is offered once a week. Specific reasons 
for having a weekly take-away night included: (1) provides routine (this is 
35 Foodbank is a non-profit organization that collects surplus food and groceries from food 
companies and distributes it to families in need.  
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something that has always been done and is often the same night as the client 
meetings, which encourages them to come home); (2) most families have take-
away night at least once a week, and (3) it’s considered a reward for good 
behaviour: 
“I think it’s just a bit of a reward or whatever it is or just to mix it up for the night. 
And they seem to enjoy it and they stick around. And so it gives you the opportunity 
sometimes just to engage the young people and have them all present.” [RCW21] 
In addition to offering take-away night, using food as a reward appears to 
be a common practice. Two staff commented that staff in their unit did not use 
food in this way, however, with further prompting each did comment that other 
people in the sector working with this population (i.e. case managers) are 
known for using food as a means for engaging the young people: 
“We don't do that. But I know case managers - all professionals use that as a tool 
with our kids…we've just had a boy been picked up and he's been taken to Macca's 
[McDonalds]. So they all use their workers for food.” [RCW19] 
“Oh sometimes I guess it can be in a way. Cause if we’re heading out and we need 
the young people to come along with us we might say, “Hey man I’ll grab you a 
coffee or I’ll grab you a Slurpee”. Whatever it is because sometimes they’re 
unwilling to come along. So it can be in certain situations.” [RCW21] 
Involving the young people in planning the weekly menu and 
participating in meal preparation is something that all carers agreed was highly 
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encouraged; being able to cook was identified as an important skill to develop 
before they transition out of care into independent living. Whether the young 
people engaged in this was varied: 
“They have nights…that they help to cook dinner but we only have one young lady 
who enjoys doing it. So, usually on their nights they disappear. They don't want to 
do their night…they put their feedback in, in what kind of food they want and what 
they don't like.” [RCW19] 
Discussion around the need to improve the young people’s physical 
activity habits was mixed. When speaking about this population, in general, two 
staff identified a clear need and the remaining three said it was dependent on 
the young person; some young people were described as being ‘quite active’ and 
others as being ‘really hard to motivate’. Regardless of their activity levels, 
similarly to staff from the intervention group, carers from the control units 
agreed that being ‘healthy’ was not necessarily considered to be ‘important’ to 
the young people. One carer commented: 
“That one's probably a fifty-fifty. So you get some kids that are really active and 
love their sports and then you get the other part that are probably more focused, 
unfortunately, on substance. So activities and health and sports is not important to 
them.” [RCW22] 
When carers were asked to describe the physical activity habits of the 
young people currently living in their unit, all but one carer labelled the young 
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people as ‘inactive’:  
“Oh I’d have to say inactive pretty much.” [RCW21]  
Only one carer stated that three young people in her unit were 
‘moderately’ active and the other was described as very inactive. Fours carers 
were asked whether any of the young people currently in their unit participated 
in a community sports group and each responded with ‘no’. When prompted 
about the types of sedentary activities the young people usually engage in, the 
carers frequently identified watching television and playing video or computer 
games as popular activities. Three carers were further prompted to estimate the 
average amount of time a young person might engage in screen time each day; 
even when limits were set, the young people appear to be watching anywhere 
between 4-8 hours a day. For example: 
“Well at our unit they can't have the TV until four o'clock during the week. So, it's 
pretty much from four until ten thirty that they watch telly. And then on the 
weekends, it's all day and night pretty much like until the tellies turned off at 
eleven on the weekends. So they watch a lot of TV.” [RCW19] 
 ‘There are a number of barriers to improving a young person’s healthy 
lifestyle habits’.  
Although not all carers could identify a barrier to adjusting the type or 
amount of food the young people consume, three carers discussed poor cooking 
skills (carers) and a high reliance on relief staff (which impacts staff 
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consistency) as particular challenges faced in their units. For example: 
“It's up to the workers to prepare appropriate sized meals and meals that are 
healthy. Again, that comes down to the skill of the worker - not everybody can cook 
unfortunately.” [RCW20] 
In terms of funding to support ‘healthy’ eating, two out of five carers 
believed there is sufficient funding in the unit budget to support a nutritious 
diet, one carer believed the available resources are insufficient, and two 
believed that whilst the budget was adequate, the quality of the foods purchased 
is dependent on the shopper’s knowledge, as well as their own food preferences. 
This is reflected in the following quotes: 
“Because it depends who's shopping. I know a lot of workers will do the shopping 
but they don't really like fruit or they don't like some vegetables. So it will be very 
minimal in what they bring back to the unit.” [RCW19] 
“The budget gets stretched. Definitely. The weekly budget that you have for the 
household is very small…considering the cost of living these days…it could 
definitely be increased…I think I've worked in this industry now for 6 years now, 
and we've actually just had a meeting and my colleagues have worked up to fifteen 
years in this industry and the household budget hasn't changed for fifteen years. So 
that needs to be looked at.” [RCW22] 
Similarly to carers in the intervention group, another barrier to 
addressing a young person’s eating habits is the presence of problematic eating 
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and food-related behaviours. For example, two carers described young people 
using food as a source of comfort and two others talked about their tendencies 
to overeat or hoard food. Two carers commented: 
 “One thing they will do, is they will eat it in excess or store it or hide it so that 
other kids can't have it. Which means that they're probably consuming more than 
they probably even want themselves…and the others just won't eat throughout the 
entire day… then they get irritable and then they want you know, junk food. So 
they'll have like a sugar based product and then get very hypo and yeah.” [RCW19] 
“And she'll go through periods where she might eat a fair bit and eat everything. 
And then just not eat for days. And then another one who comfort eats and she'll 
get up in the middle of the night looking for something to eat and just eat 
anything.” [RCW20] 
Staff also identified a number of barriers to engaging the young people in 
physical activity, including: (1) low motivation (of the young people 
themselves); (2) social isolation (often a young person feels disconnected from 
their community due to being moved between placements); (3) social difficulties 
(i.e. some young people have difficulty fitting in with their peers); and (4) often 
a young person has missed out on ‘typical’ opportunities to be physically active 
during childhood. One carer commented: 
 “…I get the impression, particularly from the one who's quite inactive, that over a 
period of time he's become quite isolated. He seems to sort of struggle even when 
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he's out and about and sort of sees a crowd… so I think the longer he's been kind of 
isolated from mainstream, he's becoming like that full stop - even when it comes to 
sporting activities.” [RCW18] 
Despite noted challenges, all carers were clear that there are 
opportunities to engage in physical activity with a young person when they are 
on shift. Carers described different resources available at their unit (i.e. boxing 
bag, weights, bikes, table tennis tables etc.) but remarked that the young people 
did not use these resources frequently. For example: 
 “Ah yes, there's opportunities. We can create them. But again, it comes down to 
whether the kids will participate. We encourage it.” [RCW20] 
Overall, carers from the control group felt that the organisation they 
worked for was both supportive of, and provided sufficient funding to get the 
young people involved in physical activity. However, in terms of the ease of 
accessing this type of funding, responses were mixed. One carer talked about a 
recent challenge she faced trying to organise a gym membership for a young 
person: 
“Well we just got a gym membership for our young girl. And we could not get it 
through our agency. So Springboard36 obtained it and that took about two months 
to organise. And so it was a really long process…and there wasn't enough funding 
36 Springboard is an intensive education and employment support for young people in 
residential out-of-home care. See: http://www.dhs.vic.gov.au/for-service-providers/children,-
youth-and-families/child-and-youth-placement-and-support/leaving-care/springboard-
intensive-education-and-employment.  
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for staff to be able to take her. So it’s kind of not feasible for us to assist her... we 
can be met with limitations within the agency to get that kind of funding - 
specially if it's a long-term commitment.  [RCW19] 
Another also thought that the process could be difficult at times: 
“Probably not as easy as it could be but it can be done. It's just that it takes a lot of 
planning. And sometimes that's a little bit of a hurdle for the kids too. Cause they 
might come to you today and say "I'd like to go and do this" and you can't make it 
happen for a week and then they lose interest…” [RCW22] 
Most carers were unable to comment on the process of obtaining funding 
from an external body (i.e. the (former) Department of Human Services [DHS]) 
because they had not tried to access funding through this channel. One carer did 
comment that “it can take some time to get the approval off DHS” and another 
talked about challenges they had faced because the DHS do not support 
particular activities. For example: 
“…for physical activity I know quite a few of our boys have been interested in 
karate or martial arts kind of sports. But DHS won't fund those kinds of sports or 
boxing cause it increases violence. But in my mind it also increases training and 
commitment. So I think there are a lot of pros to doing it.” [RCW19] 
Similarly to carers who participated in the HEAL program, role modelling 
was viewed as an important part of the carer role; some staff identified barriers 
that impact their ability to be a positive role model (for example, their own vices 
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(drinking coca cola)) or other factors such as their weight or age, especially 
when it comes to physical activity). Others find it comes naturally: 
Interviewer: “Are there any barriers that make it hard for you to role model 
healthy eating and/or physical activity?” 
RCW19: “Not for myself because it's a part of my daily living. But I guess for 
workers that don't live in that kind of healthy lifestyle, then it would be hard for 
them to role model. Because if they're content to sit around or eat chocolate, fatty 
foods, then that's what they're going to do. So if that's the way that they've always 
kind of lived their life, I guess it's hard to change. And it's not for me to dictate how 
an adult, you know lives and eats.” 
Finally, carers were also asked their opinion on whether other 
behaviours (e.g. substance use, aggressive or sexualised behaviours, self-harm) 
often take precedence over healthy lifestyle priorities (e.g. eating well or being 
physically active). Again, all five carers agreed that managing difficult 
behaviours was their top priority (understandably so). For example: 
“Yeah I think they do. I think there’s a desire to incorporate a more balanced way 
of being in relation to food and physical activity but I think sometimes, just the 
work you’re involved in and the way you’re encountering this space it becomes 
almost secondary.  ” [RCW21] 
“Yeah well we're a high-risk unit. So that's our, the majority of our day.” [RCW19] 
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‘Access to ‘health’ resources is limited.’ 
The five carers were also asked whether they currently have access to 
information around leading a healthy lifestyle (e.g. how to shop on a budget, 
healthy meal plans, strategies to improve physical activity etc.), as well as 
whether there is currently any training offered to staff, specifically around 
leading a healthy lifestyle. All five carers stated that they had neither heard of 
nor participated in any training specific to leading a healthy lifestyle. It was also 
apparent that currently, there are no available resources for staff to access if 
they would like more information in this area; carers discussed drawing on their 
own knowledge or accessing the Internet to look up things such as new recipes 
etc.  
Discussion 
Interviews with carers who continued ‘care as usual’ over the course of 
the HEAL study confirmed that there is a need to address the eating and/or 
physical activity habits of young people in residential OOHC. Although staff in 
these units are conscious of preparing ‘healthy’ main meals, encourage physical 
activity and acknowledge the importance of being a positive role model, they 
identified a number of factors which limited their ability to provide a healthy 
home environment. This included: concerns around the ‘healthiness’ of foods 
purchased and prepared by some staff in their unit (especially in regards to 
snacks offered and the types of food prepared by the young people themselves), 
low levels of physical activity (including low engagement in community sports 
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groups), high levels of sedentary activity, young people’s preference for high fat, 
high sugar, processed foods, tendency for professionals to use food as a reward, 
and lack of training and/or resources for staff (specific to leading a healthy 
lifestyle). These findings suggest that the HEAL program was able to provide 
added benefits above the model of usual care, and also highlights the urgent 
need for strategies such as the HEAL program, that specifically target these 
young people, as early as possible.  
It should be acknowledged that the challenges faced by residential care 
workers are not unique; in the general community, there are a number of factors 
that can limit a parent’s capacity to create a healthy home environment.  
Similarly to carers in residential OOHC, this includes, but is not limited to poor 
health literacy, the cost of ‘healthy’ food or physical/recreation activities, limited 
ability to access or prepare fresh food, and using food as a reward (Wolfendon, 
Falkiner, & Bell, 2010). This is particularly likely for parents of disadvantaged 
children who have less financial resources and are more susceptible to 
significant life stress (Wolfendon, Falkiner, & Bell, 2010); again this is 
comparable to carers in the current study. Subsequently, it is apparent that 
there is a need to engage carers to modify the “home” environment, and provide 
additional support to staff to help overcome some of these identified barriers. 
The HEAL program, was able to address this need, and although the program 
had its limitations, it was well received by carers and young people alike. Based 
on the evidence provided in the current study, it is integral that future 
implementation of the HEAL program, in addition to improved health and 
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wellbeing, needs to be able to build carer capacity, and demonstrate potential 
benefits in terms of cost saving, as well as the possible social-emotional and 
behavioural benefits of participation for the young people.  
  
 298 
References 
Aarons, G.A., Hurlburt, M., & McCue Horwitz, S. (2011). Advancing a conceptual 
model of evidence-based practice implementation in public service 
sectors. Administration and policy in mental health, 38, 4-23.  
Cox, R., Skouteris, H., Fuller-Tyszkiewicz, M., Watson, B., Jones, A.D., 
Omerogullari, S., Stanton, K., Bromfield, L., & Hardy, L.L. (submitted, 
2015a). The Healthy Eating, Active Living (HEAL) Study: Outcomes, 
Lessons Learnt & Future Recommendations. Child Abuse Review. 
Submitted August 2015.  
 
Cox, R., Skouteris, H., Fuller-Tyszkiewicz, M., McCabe, M., Watson, B., Jones, A.D., 
Omerogullari, S., Stanton, K., Bromfield, L., & Hardy, L.L. (submitted, 
2015b). “The kids thought it was hilarious to watch staff trying to do the 
exercises”: A qualitative exploration of carer perceptions of the HEAL 
program in residential care. Child Abuse Review. Submitted August 2015.  
 
Cox, R., Skouteris, H., Fuller-Tyszkiewicz, M., Fredrickson, J., Jones, A.D., 
Omerogullari, S., & Hardy, L.L. (submitted, 2015c). “We can get a lot out of 
the kids when we are walking side by side. And we get a lot out of it too”: 
A qualitative exploration of HEAL coordinators’ perceptions of the HEAL 
program in residential care. Child Abuse Review. Submitted August 2015. 
 
Green, C.A., Duan, N., Gibbons, R.D., Hoagwood, K.E., Palinkas, L.A., & Wisdom, J.P. 
(2015). Approaches to mixed methods dissemination and 
 299 
implementation research: Methods, strengths, caveats, and opportunities. 
Administration and Policy in Mental Health, 42(5) 508-523.   
Skouteris, H., Fuller-Tyszkiewicz, M., McCabe, M., Cox, R., Miller, R., Jones, A.D., 
Omerogullari, S., Morrison, K. (2013). Addressing risk factors of 
overweight and obesity among adolescents in out-of-home care: The 
Healthy Eating and Active Living (HEAL) study. International Journal of 
Adolescence and Youth 19, 536–548. 
Wolfenden, L., Falkiner, M., & Bell, C. (2010). Addressing the burden of obesity 
among disadvantaged families. Developing Practice: The Child, Youth and 
Family Work Journal, 25, 11-20.  
  
 300 
CHAPTER SEVEN 
General Discussion 
Summary of Findings 
The overall aim of this thesis was to evaluate enablers, barriers and 
pathways for establishing healthy lifestyle behaviours among young people 
living in residential OOHC. Given the paucity of research that has examined the 
prevalence of overweight/obesity amongst young people in out-of-home care 
(OOHC), especially in an Australian context, the first phase of research involved 
establishing whether young people in residential care are at risk of ‘unhealthy’ 
weight gain. Baseline data showed high rates of overweight/obesity, with 
identified rates almost three times those of young in the general community 
(Australian Institute of Health & Welfare [AIHW], 2014). After confirming that 
overweight/obesity is a problem for young people in residential OOHC, the next 
phase of research led to the development of the ‘Healthy Eating, Active Living 
(HEAL) intervention.  
HEAL aimed to provide the young people with information and practical 
opportunities to make positive choices and behaviour changes in relation to 
their own eating and physical activity habits. As their primary caregivers, HEAL 
also targeted their direct-care staff, providing professional development, 
resources and support to facilitate these behaviour changes among the young 
people. The HEAL study is the first program nationally and internationally to 
evaluate a healthy lifestyle intervention in an OOHC setting. Evaluation of the 
HEAL program revealed that in better-resourced residential care units, that held 
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more positive views in regards to the likelihood of intervention success, 
participants reported the greatest gains in health. Qualitative interviews also 
reinforced the point that, in order to be truly effective, programs must address 
barriers related to funding, and professional development of staff to deliver the 
program properly. There are also opportunities to implement ‘healthy’ changes 
through policy development and dissemination.  
General Discussion 
Overall, the research presented in this thesis indicates there is a need to 
address the healthy lifestyles habits of young people living in residential OOHC, 
but also their direct-care staff. Whilst the HEAL program presents a step in the 
right direction, particularly in terms of raising awareness of the importance of 
eating well and being physically active, evaluation of the intervention identified 
a number of additional levers that would improve the programs sustainability, 
scalability and reach. Broadly, the results of this work indicate that future 
research needs to: (1) refine the HEAL program materials to ensure they are 
guided by a trauma informed philosophy37; and (2) consider alternative 
methodologies that will strengthen data collection and implementation of the 
HEAL program in the child welfare sector.  
37 “Traumatic events can induce a wide range of debilitating symptoms that affect all aspects of 
life for survivors. Trauma-informed care involves understanding the possible effects of trauma, 
as well as the practices or interventions that may facilitate healing. This knowledge better 
enables practitioners to determine the underlying causes of a young person’s problems, and 
enables them to more effectively assist the young person to make positive life changes.” Mclean, 
Price-Robertson, & Robinson, 2011, p.8) (Mclean, S., Price-Robertson, R., & Robinson, E. (2011). 
Therapeutic residential care in Australia: Taking stock and looking forward. Melbourne: The 
Australian Institute of Family Studies.   
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Applying a trauma lens to the HEAL intervention. Researchers in the 
UK have conducted ethnographic research to explore food practices and the 
meanings that food can hold for children and young people in out-of-home care, 
as well as their carers (Dorrer, McIntosh, Punch, & Emond, 2011; McIntosh, 
Punch, Dorrer, & Emond, 2010; Punch, Dorrer, Emond, & McIntosh, 2009a; 
Punch, McIntosh, Emond, & Dorrer, 2009b; Punch, McIntosh, & Emond, 2012). 
The aim of this research was to provide an in-depth analysis of the micro-level 
food practices that are carried out day-to-day in residential care. The research 
by Punch et al. (2009a; 2009b) highlights how food can provide a window into 
how care is given, but also how it is received and experienced. For example, 
knowing and preparing a child’s favourite meal can help them feel cared 
about.  Food can also be a useful way for children to show care to others, for 
example, through offering someone a cup of tea and remembering how they like 
it. The work of Punch et al. has extended beyond their original project and 
considered how practitioners and direct-care staff can maximise the therapeutic 
potential of food in their everyday practice. This team of researchers have now 
developed ‘Food For Thought’, which provides specific resources to help people 
who work directly with children and young people in OOHC understand how 
food can be used to improve a child’s experience in care (Punch et al., 2009a; 
2009b).  
 ‘Food For Thought’ acknowledges that food is obviously linked to 
nutrition and the body but focuses on how it also links to rituals (Punch et al., 
2009a; 2009b). In a family these rituals connect one another socially – in many 
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families, mealtimes might be the only time in a day when everyone comes 
together as a family unit; of course the “ritual” of eating dinner together as a 
family is not always possible because of working commitments and extra-
curricular activities. However, there is no denying that in functioning families 
food is used to bring everyone together, to celebrate, and to communicate, and 
yet the significance of the role of food can often be forgotten, partly as a 
consequence of how fundamental it is. Hence, a key feature of the work by 
Punch et al. (2009a; 2009b) is an understanding that food practices are 
powerful mechanisms of socialisation, which emerge as a medium for 
expressing feelings and relationships, across many different contexts.  
For young people in OOHC, food has enormous potential to help children 
be nurtured and recover from the absence of nurture, to feel as if they belong, 
that they are cared for and to feel connected (Punch et al., 2009a; 2009b). This is 
often the reason why we make a chicken soup when a loved one is sick and why 
parents cook their children’s favourite foods especially on special occasions 
such as birthdays. Conversely, food can also be used to exercise control, such as 
when we restrict food intake as a punishment, when we force feed, or when we 
bribe someone to perform in a particular way before they receive food (Punch et 
al., 2009). Food practices can also create or reinforce hierarchies – especially 
when someone else has power over what, when and how we are eating 
(McIntosh et al., 2010). For children in care, this can cause them to perceive food 
as a means of control, even if it is offered with the best intentions. Food can also 
be used to help children experience consistency and develop autonomy, and can 
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contribute to other care aims, for example, allowing them to build independent 
living skills by participating in food preparation or building self-esteem by 
allowing them to make choices. 
Barton, Gonzalez and Tomlinson (2012) also suggest that reflecting on a 
young person’s eating habits and attitudes towards food can: (1) deepen our 
understanding of them; and (2) provide important insights into their current 
emotional states and experiences (past or present). For example, a young person 
might be highly anxious at meal times because they are unfamiliar with food 
rituals such as setting the table or using a knife and fork (Barton et al., 2012). 
For a young person with a history of neglect, meal times might trigger anxiety 
around there not being enough food (Barton et al., 2012). Other young people 
might be hesitant to try new foods, at least until they feel safe enough to do so or 
eat excessively as a way of trying to keep difficult feelings at bay, or as a form of 
self-soothing (Barton et al., 2012). Certainly, both quantitative and qualitative 
data from the current study indicates that many young people in residential care 
display problematic eating and food related behaviours (i.e. comfort eating, 
hoarding food etc.).  
Throughout the course of the HEAL study it became apparent that the 
HEAL intervention was limited in that it focused only on the importance of the 
‘health’ aspects of food; however, for this population, the emotional aspects of 
food are just as important as the nutritional quality, and it essential that both 
are recognised. Given the significance of the ‘Food For Thought’ project to young 
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people in OOHC, it is clear that these approaches should not be considered in 
isolation. Instead, it is recommended that future developments of the HEAL 
program incorporate the symbolic use of food.  Although previous work in this 
area has focused only on food, it is also believed that this same philosophy can 
be developed and applied to physical activity behaviours. Indeed, there is 
widespread agreement that regular participation in physical activity is beneficial 
for physical fitness, mental health, cognitive functioning and social 
connectedness (Eime, Young, Harvey, Charity, & Payne, 2013; Victorian Health 
Promotion Foundation, 2010).  
In particular, given this population is characterised by attachment 
disturbances and social difficulties, the social health benefits of participation in 
both structured and unstructured physical and/or recreation activities would be 
significant for young people in out-of-home care (Jackson, Frederico, Tanti, & 
Black, 2009). Consequently, similarly to food, physical activity also presents an 
everyday opportunity that can be used to foster a sense of belonging and 
connectedness, as well as development of new social relationships. Although 
there is limited research specific to the out-of-home care/vulnerable 
populations, a recent study by Conn, Calais, Szilagyi, Baldwin and Jee (2014) 
provides evidence that participation in activities can help young people in out-
of-home care achieve better social relationships and improved mental health 
outcomes. They found that participation in activities was associated with 
improved social skills, reduced loneliness, as well as decreased risk of 
depression and drug abuse. Hence it is important to also develop "Physical 
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Activity for Thought" – that is, a trauma-informed understanding of how 
physical activity can be used to improve social connectedness for young people 
in residential care.  It is recommended that future research focus on this 
extension of HEAL for disadvantaged and vulnerable young people. 
Adopting a ‘systems’ approach to address the healthy lifestyle habits 
of young people in OOHC. The findings presented in this thesis have provided a 
strong evidence base to inform future implementation and scale up of the HEAL 
program. HEAL had a number of methodological and theoretical strengths, 
including, the selection of intervention targets using a combination of formative 
work, and theory (i.e., identification of behavior change techniques), as well as 
consulting and receiving feedback from intended participants on the program 
themes and activities. Despite these strengths, HEAL was limited in that it 
mainly focused on individual behavior change. Whilst increasing knowledge and 
behavioural skills are an important component of obesity 
prevention/interventions, a growing body of evidence suggests that 
interventions that only target individual behavior change, have limited success 
(Kumanyika, Jeffery, Morabia, Ritenbaugh, & Antipatis, 2002; Huang, Grimm, & 
Hammond, 2011; Summerbell et al., 2005). This is because obesity has been 
identified as a complex behaviour, which is affected by both individual and 
socio-environmental factors (Huang, Drewnowski, Kumanyika, & Glass, 2009). 
Consequently, researchers are advocating that we move away from single 
modality approaches (i.e., behavior change only), and are instead advocating for 
a systems approach (Nader et al., 2012; Huang et al., 2009; Huang et al., 2011; 
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Gortmaker et al., 2011). 
Nader et al. (2012) state ‘a systems approach is one that explicitly 
focuses on the interconnections between different aspects of the environment 
and between individuals and the environment’ (p. 197). Particularly for young 
people in residential care, it is important to adapt the social systems that can 
impact their health negatively, rather than focusing only on changing the habits 
of individuals. Addressing environmental determinants such as organisational 
and policy changes, is likely to have a positive flow-on effect, especially in the 
case where a young person lacks awareness of how their lifestyle habits impact 
their health. Another advantage of using systems-oriented interventions is that 
they are ‘geared toward generating solutions to real-world situations that 
continually change’ (Nader et al., 2012, p. 199). This means that intervention 
design can focus on identifying and addressing contextual issues that are unique 
to each community (Nadar et al., 2012). In particular, this approach encourages 
the development of standardized interventions, which are flexible in terms of 
method of delivery, cultural tailoring and real-world problem solving, and 
implemented in parallel to policy and environmental changes; this is especially 
important moving forward with the HEAL program, given each young person is 
likely to have complex, individual needs, and the day-to-day operations of each 
residential care unit varies.  
It is clear from the findings presented in this thesis that despite 
observing positive changes, there is an urgent need to develop more 
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comprehensive strategies for improving healthy lifestyle behaviours of young 
people in residential care. Consequently, it is recommended that the next phase 
of research involves a statewide implementation trial, which aims to produce 
system-wide practice and policy changes38 that ensure there is improved 
healthy eating and active living knowledge, resources, policies, and practices 
embedded within the OOHC sector in Victoria and across other states in 
Australia. Nadar et al. (2012) developed a framework for addressing 
overweight/obesity using a systems approach; this framework can be used as a 
template, to illustrate how this approach would support an effective, efficient, 
and sustainable rollout of the HEAL program sector-wide, see Figure 7.1 (note: 
potential pathways for intervention are based on recommendations made in 
Chapter 3.1, 6.1 and 6.2, see Table 6.9 and Table 6.11).  
38 When initiating policy changes, it is possible that researchers may face initial barriers, 
especially in regards to obtaining political support. Conducting an economic analysis which 
outlines the health and cost savings if the HEAL program was able to achieve modest reductions 
in overweight and/or obesity amongst the target group, relative to “doing nothing”, might help 
establish whether investment in the program makes good use of limited welfare resources.  
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Figure 7.1. A community systems framework of early intervention of childhood 
obesity, including future intervention targets for the Healthy Eating, Active 
Living (HEAL) program. Adapted from “Next Steps in Obesity Prevention: 
Altering Early Life Systems To Support Healthy Parents, Infants, and Toddlers,” 
by P. Nadar, T. Huang, S. Gahagan, S. Kumanyika, R.A. Hammond, and K. Kaufer 
Christoffel, 2012, Childhood Obesity, 8, p. 198. 
 
In addition to a systems approach, it is also important that future 
research: (1) adopts a participatory approach, and (2) is driven from the bottom 
up, that is, all key stakeholders, including the young people themselves, work 
together collaboratively for system change. Importantly, the HEAL intervention 
should be tailored to each participating agency – depending on their needs and 
available resources; using this approach, means agencies can drive the 
necessary changes, as opposed to being researcher led. A learning collaborative 
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model could also be used to help social welfare organizations across the State of 
Victoria, Australia, learn from each other and from research experts to make the 
necessary organisational changes (policy and practice) to achieve their goal of 
using food and physical activity to deliver responsive care in the out-of- home 
care sector.  
Another important consideration for future developments of HEAL, is to 
reconsider the research methodology used. The current project was conducted 
as a randomised trial. Given the HEAL program is a 6 month program, inclusive 
of 6 months maintenance, this meant the units that were allocated to the wait-
list control group, had a 12 month wait to receive the intervention. Instead, it is 
recommended that future research adopt a stepped-wedge cluster methodology. 
Briefly, this approach means that all participating units will start the project 
together; however, different units will start the intervention phase at different 
time points. For example, an organization might choose to rollout the 
intervention in one whole region first, followed by a staggered rollout in the 
remaining regions. This methodology ensures researchers can still collect 
comparison data (i.e., natural control group data), but minimizes the time delay 
for controls starting the intervention; this approach recognizes the ethical issues 
of withholding treatment from an already disadvantaged segment of the general 
population (Beard et al., 2015). As discussed in Chapter Six, passive data 
collection methods, which ensure tracking of health outcomes without over- 
burdening young people in OOHC, are also recommended.  
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Conclusion 
The overall aim of this thesis was to evaluate enablers, barriers and 
pathways for establishing healthy lifestyle behaviours among young people 
living in residential OOHC. The thesis adds to the current body of research by 
empirically examining the rates of overweight and obesity in a sample of young 
people in residential OOHC, evaluating risk factors of excessive weight gain in 
this population, and evaluating an intervention to address healthy lifestyle 
behaviours in this population. The HEAL program was innovative in that it was 
the first intervention to address the eating and physical activity habits of young 
people in residential care, and provides an important empirical basis for 
designing and implementing interventions in the child welfare sector. On the 
whole, whilst positive changes to young people’s eating and physical activity 
habits were observed, in order to be truly effective, future implementation of the 
HEAL program must promote awareness and understanding of the symbolic 
uses of food and how food and physical activity can be used socially to facilitate: 
making and sustaining relationships; recovering from past hurt; communicating 
feelings; fostering a sense of belonging; and creating an increased sense of 
positive emotions, body image, and self-esteem for vulnerable and 
disadvantaged children and adolescents. It is also important for future research 
to consider the socio-environmental factors that drive both healthy and 
unhealthy behaviours in the target group. This can be achieved by developing a 
“tailored systems approach” to ensure appropriate organizational practices 
and/or policies are in place so that a healthy eating, active living philosophy is 
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embedded in the residential OOHC culture; in other words, HEAL becomes a part 
of each organisation’s values, goals and shared expectations.  
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APPENDIX C 
 
Supporting Files – Chapter Three 
 
Rates of overweight and obesity in a sample of Australian young 
people and their carers in out-of-home residential care39 
 
Rachael Cox, Helen Skouteris*, Marita McCabe, Matthew Fuller-
Tyszkiewicz, Amanda D. Jones & Louise L. Hardy. 
  
39 This paper was accepted for publication in the Australian and New Zealand Journal of 
Public Health. This journal has specific guidelines for structure, formatting and 
referencing. This paper was prepared in accordance with those guidelines. 
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Table 1.  
Characteristics of young people and residential care staff 
 
Characteristics Descriptives Sample Size (n) 
 Young 
People 
Staff Young 
People 
Staff 
Age in years, Mean 
(SD) 
15.1 (1.75) 39.0 (11.50) n= 78 n= 243 
Gender (%)   
Female 50% 67.1% n= 39 n= 169 
Male 
 
50% 32.9% n= 39 n= 80 
Indigenous (%)   
Yes 16.9% 2.1% n= 13 n= 5 
No 83.1% 97.9% n= 64 n= 237 
Time spent living in 
residential care 
(months), Mean (SD) 
21.5 (20.9) - n= 78 - 
Time spent working in 
residential care 
(months), Mean (SD) 
- 33.2 (37.0). - n= 243 
Education level (%)   
Did not finish secondary 
school 
- 12.0% - n= 29 
Completed year 12 or 
equivalent 
- 11.2% - n= 27 
Completed a certificate, 
advanced diploma or a 
graduate diploma 
- 61.9% - n=149 
Completed a bachelor  or 
postgraduate degree 
- 14.9% - n= 36 
 
Table 2.  
Prevalence (%) of weight status among young people (n= 78) 
 
 Underweight  Healthy 
Weight  
Overweight  Obese          
All 0% (n=0) 37.2% (n=29) 28.2% (n=22) 34.6% (n=27) 
Boys 0% (n=0) 38.5% (n=15) 28.2%  (n=11) 33.3% (n=13) 
Girls 0% (n=0) 35.9% (n=14)  28.2% (n=11) 35.9% (n=14) 
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Table 3.  
Prevalence (%) of weight status among residential care staff (n=243) 
 
 Underweight  Healthy Weight   Overweight  Obese           
All 1.6% (n=4) 25.5% (n=62)  35.4% (n= 86) 37.4% (n=91) 
Males 0% (n=0) 22.5% (n=18) 35.0% (n=28) 42.5% (n=34) 
Females 2.5% (n=4) 27.0% (n=44) 35.5% (n=58) 35.0% (n=57) 
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APPENDIX D 
 
General Method: Plain Language Statement, Consent Forms, 
Participant Distress Letter, and Questionnaires 
 
   
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Residential Carers 
 
Plain Language Statement  
Date:    June, 2013 
Full Project Title: The Healthy Eating and Active Living (HEAL) 
Study  
Researchers: Associate Professor Helen Skouteris, Professor 
Marita McCabe & Dr Matthew Fuller-
Tyszkiewicz 
Student Researcher: Rachael Cox 
Research Assistant:  Kate Morrison 
 
1.  Your Consent 
 
Wesley Mission Victoria is rolling out the Healthy Eating and Active Living 
(HEAL) program in its residential units. As a carer, you are invited to take part 
in an associated research project being conducted by researchers from 
Deakin University.   
 
This Plain Language Statement contains information about the research 
project and what it involves so you can made an informed decision about 
whether or not you want to participate in the research component of the 
HEAL program. Participation in the HEAL program is compulsory because it 
will become part of the Unit’s activities, but participation in the research 
component is voluntary.   
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Wesley’s residential units have been assigned to either receive the HEAL 
program in 2013 or in 2014. The Unit you work in will receive the HEAL 
Program in 2013.   
 
If you agree to take part in the research project you will be asked to sign a 
Consent Form.  You will be given a copy of the Plain Language Statement and 
Consent Form to keep as a record of your participation. 
2. Background - The HEAL program 
 
The HEAL program was developed to address the growing prevalence of 
obesity and associated health risks for young people in out-of-home care. 
The program is offered free to young people in out-of-home Residential Units 
and provides them with information and practical opportunities to make 
positive choices and behaviour changes in relation to healthy eating and 
physical activity. HEAL also provides residential staff who care for the young 
people with the professional development and support to help young people 
improve their exercise and dietary habits. In 2013 and 2014 the HEAL 
program will be rolled out in all of Wesley’s Residential Units.  
 
For residential carers, the HEAL program will involve: 
x Attending workshops about nutrition and physical activity; and 
x Supporting young people with the implementation of their health 
plan. 
 
For young people, the HEAL program will involve: 
x One on one sessions with their keyworker (who has received training 
in the HEAL program) 
x Participating in educational and motivational talks about healthy 
living; 
x Regular meetings with their HEAL keyworker to develop a health plan 
and discuss progress 
 
 356 
 
 
3. The Research Project 
 
The aim of this research project is to determine whether the HEAL program 
has changed the eating and physical activity habits of young people in out-of-
home Residential Care Units.  
 
It is anticipated that up to 40 young people (aged 7-17 years) in residential 
care and their residential carers will participate in the research. 
 
Participation in the research component of the HEAL program for carers 
involves: 
x Invitation to participate in a focus group discussion about food and 
physical activity practices in the residential unit and exploration of 
barriers to improving healthy eating and physical activity for the 
young people in care. These focus groups will be audio-taped; 
x Completion of questionnaires (three times). Completion of each 
questionnaire will take about 15-20 minutes. The questionnaires 
focus on nutrition and physical activity, psychological health, and job 
satisfaction; 
x Recording all meals cooked and offered to young people over a one-
week period. 
x An invitation to participate in an interview (face-to-face or over the 
phone) about what worked well and not so well, and how the HEAL 
Program could be improved. These interviews will be audio-taped. 
 
In addition, a HEAL data collection worker will conduct an audit of pantry and 
fridge contents, including photographing food storage areas.  
 
For the young people, participation involves: 
x Participation in a focus groups (or one on one interviews) about their 
food choices and physical activity habits; 
x Completion of questionnaires (three times); 
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x Height and weight measurements; and 
x An invitation to participate in an interview about the success of the 
HEAL program  
 
5. Possible Benefits 
 
The HEAL program may improve young people’s health and wellbeing and 
also improve our knowledge about how to improve nutrition and physical 
activity for young people living in residential Care.  
 
6. Possible Risks 
 
There are no anticipated risks involved in this project. However, the 
questionnaires do ask about issues such as anxiety and stress and there is a 
slight possibility that you may feel upset or experience some concern about 
your responses. You are encouraged to examine the questionnaire material 
before agreeing to participate. If you do participate and find that you are 
uncomfortable or worried about your responses to any of the questionnaire 
items, or if you find participation in the project distressing, you should 
contact Associate Professor Helen Skouteris on 9251-7699 who will discuss 
your concerns with you in a confidential manner and suggest appropriate 
follow-up if necessary.   
 
Also, if the researchers believe that a participant is suffering considerable 
distress after reviewing the questionnaires, the participant will be contacted 
by Associate Professor Skouteris and referred to someone who can be of 
assistance.  
 
7. Privacy and Confidentiality of Information 
 
Any information obtained in connection with this research project that can 
identify you will remain confidential and will only be used for the purpose of 
this research project. It will only be disclosed with your permission, except as 
required by law. You can be assured that you will not be identified by name 
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in any way in the reporting of our results, in publications or conference 
presentations. Any information we collect from you that can identify you, 
including audio-taped material, will remain confidential and will be stored in 
a locked cabinet within the School of Psychology at Deakin University for a 
minimum of 6 years from the date of publication.   
8. Information regarding Final Results of the Project  
 
A research report and journal articles will be written about the the project 
and its findings. Please email Associate Professor Helen Skouteris 
helen.skouteris@deakin.edu.au if you would like to receive a copy of this 
report.  
9. Right to Withdraw from Participation 
 
Participation in any research project is voluntary. If you do not wish to take 
part you are not obliged to. If you decide to take part and later change your 
mind, you are free to withdraw from the project at any stage. Any 
information obtained from you to date will not be included with research 
data for analysis. Your decision whether to take part or not to take part, or to 
take part and then withdraw, will not affect your relationship with Deakin 
University or your workplace in any way. If you decide to withdraw from this 
project, please notify Associate Professor Helen Skouteris. 
10. Contact Details and Information 
 
If you would like additional information about the project or have any 
questions, please contact Associate Professor Helen Skouteris in the School 
of Psychology, Deakin University, 221 Burwood Highway, Burwood, Victoria, 
3125, on 9251 7699 or email: helen.skouteris@deakin.edu.au.  
 
11. Complaints 
 
If you have any complaints about any aspect of the project, the way it is 
being conducted or any questions about your rights as a research participant, 
contact:   
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The Manager, Office of Research Integrity, Deakin University, 221 Burwood 
Highway, Burwood Victoria 3125, Telephone: 9251 7129, Facsimile: 9244 
6581; researchethics@deakin.edu.au.  
Please quote project reference number 2012-017. 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO: Residential Carers  
 
Consent Form - Participant Copy 
Date:    June, 2013 
Full Project Title: The Healthy Eating and Active Living (HEAL) 
Study  
Researchers: Associate Professor Helen Skouteris, Professor 
Marita McCabe & Dr Matthew Fuller-
Tyszkiewicz 
Student Researcher: Rachael Cox 
Research Assistant:  Kate Morrison 
 
I have read, and I understand the attached Plain Language Statement. I freely 
agree to participate in this project according to the conditions in the Plain 
Language Statement. I have been given a copy of the Plain Language 
Statement and Consent Form to keep. The researcher has agreed not to 
reveal my identity and personal details, including where information about 
this project is published, or presented in any public form.   
 
Carer’s Name (printed) …………………………………………………………………… 
 
Signature ……………………………………………………… Date ………………………… 
 
Associate Professor Helen Skouteris  
School of Psychology, Deakin University 
221 Burwood Highway, Burwood, Victoria, 3125 
(03) 9251 7699 or email: helen.skouteris@deakin.edu.au 
 
 
This is a copy for you to keep. Please sign and keep as a 
record of your participation.
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 PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO: Residential Carers 
 
Consent Form - Researcher’s Copy 
Date:    June, 2013 
Full Project Title: The Healthy Eating and Active Living (HEAL) 
Study  
Researchers: Associate Professor Helen Skouteris, Professor 
Marita McCabe & Dr Matthew Fuller-
Tyszkiewicz 
Student Researcher: Rachael Cox 
Research Assistant:  Kate Morrison 
 
I have read, and I understand the attached Plain Language Statement. I freely 
agree to participate in this project according to the conditions in the Plain 
Language Statement. I have been given a copy of the Plain Language 
Statement and Consent Form to keep. The researcher has agreed not to 
reveal my identity and personal details, including where information about 
this project is published, or presented in any public form.   
Carer’s Name (Printed) …………………………………………………………………… 
Carer’s date of birth …………………………………………………………………… 
Carer’s Signature……………………………………………………….. Date………………….. 
 
Carer’s Contact Details 
Residential Care Unit Address: ……………………………………………………………… 
Unit Phone Number: …………………………………………………………………….……… 
Carer’s Mobile: ………………………………………………………..………………………..... 
Carer’s Email Address: ………………………………………………………………….…….. 
This is a copy for the research team. Please give your signed consent form 
to the Deakin University researchers or return in the reply paid envelope 
provided. Please make sure all relevant details are complete. 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Residential Carers 
Revocation of Consent Form 
(To be used for participants who wish to withdraw from the project) 
Date:    June, 2013 
Full Project Title: The Healthy Eating and Active Living (HEAL) 
Study  
Researchers: Associate Professor Helen Skouteris, Professor 
Marita McCabe & Dr Matthew Fuller-
Tyszkiewicz 
Student Researcher: Rachael Cox 
Research Assistant:  Kate Morrison 
 
I hereby wish to WITHDRAW my consent to participate in the above research project and 
understand that such withdrawal WILL NOT jeopardise my relationship with Deakin 
University. 
 
Carer’s Name (printed) ……………………………………………………. 
 
 
Signature ………………………………………………………………. Date ……………… 
 
 
 
Please mail or fax this form to: 
 
Associate Professor Helen Skouteris  
School of Psychology, Deakin University 
221 Burwood Highway, Burwood, Victoria, 3125 
Fax: (03) 9244 6858 
   
 
Only return this copy if you no longer want to participate in the 
research.  
 
  
 
 
363 
 
 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Young People 
 
Plain Language Statement  
Date:    June 2013 
Full Project Title: The Healthy Eating and Active Living (HEAL) 
Study  
Researchers: Associate Professor Helen Skouteris, Professor 
Marita McCabe & Dr Matthew Fuller-
Tyszkiewicz 
Student Researcher: Rachael Cox 
Research Assistant:  Kate Morrison 
 
1.  Your Consent 
 
Wesley Mission Victoria is rolling out the Healthy Eating and Active Living 
(HEAL) program in its residential units. As a young person living in a 
residential care unit, you are invited to take part in a research project about 
the HEAL program that is being conducted by researchers from Deakin 
University.  
 
This Plain Language Statement contains detailed information about the 
research project and what it involves so that you can make a fully informed 
decision about participating in this project.  Participation in this research 
project is voluntary.  If you don’t wish to take part, you don’t have to.                                                
 
If you agree to take part in the research project you will be asked to sign a 
Consent Form.  By signing the Consent Form you indicate that you 
understand the information in this Plain Language Statement and you give 
your consent to participate in the research project. You will be given a copy 
of the Plain Language Statement and Consent Form to keep. 
 
2. Background – The HEAL program 
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The HEAL program was developed to address the growing rates of obesity 
and associated health risks for young people living in out-of-home care. The 
program is free and will provide you with information to help you make 
positive choices about food and physical activity. The HEAL program also 
provides residential staff with information to support you to make better 
decisions about food and physical activity.  
 
In 2013 and 2014 the HEAL program will be rolled out in Residential Units 
across all of Wesley’s residential units. It will involve you participating in one-
on-one sessions with your keyworker (who has received training in the HEAL 
program). The one-on-one sessions will cover the importance of nutrition 
and physical activity. For the research part, each one-on-one session with 
your key worker will be audio recorded. The program will become part of the 
Unit’s activities and will involve all young people and carers. The Residential 
Unit you live in will receive the HEAL Program in 2014.  
 
3. The Research Project 
 
The aim of this research is to find out if participating in the HEAL program 
changes your eating and physical activity habits.  Participating in the HEAL 
program is compulsory (because it will become part of the residential care 
unit’s activities), but participation in the research part is voluntary.  
 
Participation in the research project will mean that you will need to complete 
some questionnaires. You will need to complete the questionnaires three 
times:   
x at the beginning of the project; 
x 6 months after the beginning of the project ; and 
x 12 months after the beginning of the project.  
The questionnaires ask you about your eating habits, physical activity levels, 
health and wellbeing, and knowledge about nutrition. A HEAL data collection 
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worker will help you complete the questionnaires. Each questionnaire will 
take about 15 minutes to complete.  
 
Prior to completing the questionnaires, you will be asked if you would like to 
participate in a focus group (or one on one interview). You will be asked 
questions about what happens at meal time, what foods you eat, rules 
around eating in the unit and physical activity. This focus group or interview 
will be audio recorded. 
 
If you agree to participate, we will also weigh you and measure your height 
each time you complete a questionnaire.  
 
Towards the end of the research, we will invite 20 young people and their 
carers to take part in an interview. The aim of the interviews is to get 
information about the good and not so good things about the HEAL program. 
This interview will be audio recorded. 
 
You will not be paid for participating in the project, but we will give you a $30 
JB Hi-Fi voucher each time you complete a questionnaire, as a token of our 
appreciation for your time and commitment to the study.    
 
4. Possible Benefits 
 
Participating in the research may improve your health and wellbeing. It will 
also help us understand more about how we can improve eating and physical 
activity for young people who live in residential units.  
 
5. Possible Risks 
Nothing bad will happen to you by participating in the research. It is possible 
though that you may feel upset because the questionnaires ask about 
depression, anxiety and stress. If you are upset about participating in the 
research, you should let the HEAL data collection worker know.  We may find 
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out from the questionnaires that you are very distressed. If this happens we 
will contact your HEAL key worker and find someone who can help you. 
 
6. Privacy and Confidentiality of Information 
 
Any information obtained from the research project that can identify you, 
including audio-taped material, will remain confidential (private or secret) 
and will only be used for the purpose of this research project. It will only be 
disclosed with your permission, except as required by law. You will not be 
identified by name in any way when we write or talk about the research.  
 
The information we collect be stored in a locked cabinet within the School of 
Psychology at Deakin University for at least 6 years.   
 
7. Information regarding Final Results of the Project  
 
A research report will be written. Please email 
helen.skouteris@deakin.edu.au if you would like to receive a copy of this 
report.  
 
8. Right to Withdraw from Participation 
 
Participation in any research project is voluntary. You do not have to 
participate if you don’t want to. If you decide to be involved now, you can 
change your mind later. If you change your mind about participating, the 
information we have collected will not be used. Any information obtained 
will not be included in the research data for analysis. Your decision whether 
or not to take part will not affect your relationship with Wesley Mission 
Victoria or Deakin University in any way. If you decide to withdraw from this 
project, please notify the HEAL data collection worker.  
9. Contact Details and Information 
If you would like any further information about the research, or have any 
questions, due please contact Associate Professor Helen Skouteris: 
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Ph: 9251 7699 
Email: helen.skouteris@deakin.edu.au 
School of Psychology, Deakin University, 221 Burwood Highway, Burwood, 
Victoria, 3125  
 
10. Complaints. 
 
If you have any complaints about the project, the way it is being conducted 
or any questions about your rights as a research participant, then you may 
contact:   
 
The Manager, Office of Research Integrity, Deakin University, 221 Burwood 
Highway, Burwood Victoria 3125, Telephone: 9251 7129, Facsimile: 9244 
6581; researchethics@deakin.edu.au. 
 
Please quote project reference number 2012-017 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO: Young People 
 
Consent Form - Participant Copy 
Date:    June, 2013 
Full Project Title: The Healthy Eating and Active Living (HEAL) 
Study  
Researchers: Associate Professor Helen Skouteris, Professor 
Marita McCabe & Dr Matthew Fuller-
Tyszkiewicz 
Student Researcher: Rachael Cox 
Research Assistant:  Kate Morrison 
 
I have read, and I understand the attached Plain Language Statement. I freely 
agree to participate in this project, according to the conditions in the Plain 
Language Statement. I have been given a copy of the Plain Language 
Statement and Consent Form to keep. The researcher has agreed not to 
reveal my identity and personal details, including where information about 
this project is published, or presented in any public form. If I move out of the 
Residential Unit I am currently living in prior to the end of this study, I agree 
to being contacted to complete follow-up measures. 
 
Participant’s Name (printed): …………………………………………………………………… 
 
Signature ……………………………………………………… Date  ………………………… 
 
Associate Professor Helen Skouteris  
School of Psychology, Deakin University 
221 Burwood Highway, Burwood, Victoria, 3125 
(03) 9251 7699 or email: helen.skouteris@deakin.edu.au 
 
This is a copy for you to keep. 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
TO: Young People 
 
Consent Form- Researcher’s Copy 
Date:    June, 2013 
Full Project Title: The Healthy Eating and Active Living (HEAL) 
Study  
Researchers: Associate Professor Helen Skouteris, Professor 
Marita McCabe & Dr Matthew Fuller-
Tyszkiewicz 
Student Researcher: Rachael Cox 
Research Assistant:  Kate Morrison 
 
I have read, and I understand the attached Plain Language Statement. I freely 
agree to participate in this project according to the conditions in the Plain 
Language Statement. I have been given a copy of the Plain Language 
Statement and Consent Form to keep. The researcher has agreed not to 
reveal my identity and personal details, including where information about 
this project is published, or presented in any public form.  If I move out of the 
Residential Unit I am currently living in prior to the end of this study, I agree 
to being contacted to complete follow-up measures. 
Participant’s Name (Printed) …………………………………………………………………… 
Participant’s Date of Birth: ………………………………………………………………………. 
Residential Unit: .............................................................................................. 
Participant’s Mobile: …………………………………………………………………….. 
Participant’s Signature…………………………………………………….Date………………….. 
 
 
 
This is a copy for the research team. Please give your signed consent form 
to the Deakin University researchers or return in the reply paid envelope 
provided. Please make sure all relevant details are complete. 
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PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Young People 
 
Revocation of Consent Form 
(To be used for participants who wish to withdraw from the project) 
Date:    June, 2013 
Full Project Title: The Healthy Eating and Active Living (HEAL) 
Study  
Researchers: Associate Professor Helen Skouteris, Professor 
Marita McCabe & Dr Matthew Fuller-
Tyszkiewicz 
Student Researcher: Rachael Cox 
Research Assistant:  Kate Morrison 
 
I hereby wish to WITHDRAW my consent to participate in the above research project and 
understand that such withdrawal WILL NOT jeopardise my relationship with Deakin 
University. 
 
Participant’s Name (printed) ……………………………………………………. 
 
 
Signature ………………………………………………………………. Date …………………… 
 
 
 
 
Please mail or fax this form to: 
 
Associate Professor Helen Skouteris  
School of Psychology, Deakin University 
221 Burwood Highway, Burwood, Victoria, 3125 
Fax: (03) 9244 6858 
   
 
Only return this copy if you no longer want to participate in the 
research.  
  
 
 
371 
 
 
          
[DATE] 
 
Dear [Name], 
  
Thank you for your continued participation in our study “Addressing Risk Factors of 
Overweight and Obesity among Adolescents in Out-of-home Care: The Healthy Eating & 
Active Living Study”. Your time and support is very much appreciated.  
 
As one of the researchers of this study, I am privy to all of the data that is collected. I 
recently noticed on the questionnaire you completed [Insert date that questionnaire 
was completed] that you appeared to be experiencing some concerns about certain 
issues, and perhaps were feeling somewhat sad and/or distressed. Given that you 
completed this questionnaire [Insert relevant time period, i.e. over a week ago/over 
a month ago], you may be feeling better now.  
 
Please note that any concerns you may be experiencing will never be reported to either 
your immediate or senior management. However, as you are an employee of Berry 
Street I would encourage you to speak to your supervisor or manager if you believe your 
work may be causing you difficulties or if you think your condition may be intruding on 
your work.  In addition, Berry Street has an Employee Assistance Program (EAP) which 
offers free and confidential counselling services to all Berry Street employees.  The 
number is 1300 361 008 (Abroad: +61 3 9658 0025, Online: www.ppconline.info/au). 
EAP is independent of your employer and no identifying information will be released to 
Berry Street without your consent.  
 
I would like you to know that if you wish to, you can also contact me for a confidential 
chat about your sadness/distress at any time to discuss any concerns you might have. 
My direct number is (03) 9251 7699 or you can contact me via email at 
helen.skouteris@deakin.edu.au. Alternatively, if you would prefer to speak to someone 
else, I encourage you to contact your GP or any of the following services (below) to 
discuss these concerns.  
 
Beyondblue 
Ph: 1300 224 636 
http://www.beyondblue.org.au 
 
Lifeline 
Ph: 13 11 14 
www.lifeline.org.au 
 
The Australian Psychological Society  
Ph: (03) 8662 3300 or 1800 333 497  
http://www.psychology.org.au/FindaPsychologist    
 
Kind regards, 
 
Associate Professor Helen Skouteris 
School of Psychology, Deakin University 
   
  
  
School of Psychology 
Deakin University 
221 Burwood Hwy 
Burwood, VIC, 3125
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Residential Care Worker                              
Questionnaire Booklet
BASELINE
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 The following questions will provide us with information regarding your 
background. This information will remain strictly confidential.  
Please write down the date you are filling in this questionnaire below and answer 
the following questions. To indicate your response to each question, please circle 
the appropriate responses, or write your responses in the space provided. 
 
Today’s date: ……/……/……    
 
1. Your date of birth (dd/mm/yyyy)  ____/____/_______ 
2. Your gender: 
(1) Male (2) Female 
 3.  How many children aged under 18 years currently live in your Residential 
Unit? 
Write the number here: ƑƑ
4.  Your Current marital status:   
 (1) Married   (2) Divorced 
 (3) De Facto   (4) Separated 
 (5) Widowed   (6) Never Married 
5.  Are you an Aboriginal or Torres Strait Islander?     (1) Yes         (2) No 
6.   Location of your birth:    
  (1) Australia               (2) New Zealand               (3) United Kingdom 
  (4) Europe  (5) North America  (6) South America 
  (7) Africa  (8) Middle East        (9) Asia  
  (10) Pacific Islands  (11) Other (please specify): .............................. 
7.  Main language spoken at your home:  
(1) English   (2) Other (please specify): ........................ 
  8. Please indicate the highest level of education you have completed.  
(1) Still at secondary school         (2) Did not finish secondary school  
(3) Year 12 or equivalent         (4) Certificate Level  
383 
 
 
 
(5) Advanced Diploma/Diploma (6) Graduate Diploma/Graduate 
Certificate  
(7) Bachelor Degree (8) Postgraduate Degree (i.e. PhD, 
masters) 
9.  Have you completed a trade certificate? 
(1) No    (2) Yes, trade certificate or apprenticeship 
 
10. a) Circle your current status of paid employment?  
(1) Full time   (2) Part time 
(3) Casual   (4) Other (please specify):......................... 
    
   11. How long have you been working in Residential Care (with your current 
employer): 
ƑƑ months 
12. What is your current weight and height? All participant questionnaires will 
be de-identified and answers will remain strictly confidential.  
If you do not know your exact height and weight, please make a “best” estimate. 
Weight: ................................................ kg  
Height....................................................cm 
13.  a) How often do you smoke tobacco: If you answer ‘not at all’ please move 
to 13.d) 
(1) Not at all  (2) Less than weekly   (3) At least weekly  
(4) Daily 
b) If daily, how many cigarettes did you normally smoke per 
day?  ......................................... 
c) What, if anything, do you hope to change about your smoking?
(1)  Nothing 
(2) Cut down, rather than quit
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(3) Cut down, then quit
(4) Quit “cold turkey” (with or without quitting medication) 
(5) Not sure 
       (6) Other (please describe):.................................................................................... 
d. How much do you think someone would benefit from health and other gains if 
they were to quit smoking for good in the next 6 months? 
(1) Not at all  (2) Slightly (3) Moderately  (4) Very much   
(5) Extremely 
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The next questions are about any physical activities that you may have done in the 
last week when you were NOT at work. If you have not participated in any of the 
following activities,  please enter ‘0’                                                                    in each 
box. 
1. In the last week, how many times have you walked continuously, for at least 10 
minutes, for recreation, exercise or to get to and from places? 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
ƑƑ times ƑƑ times 
2. What do you estimate was the total time that you spent walking in this way in 
the last week? 
In hours and/or minutes 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
3. In the last week, how many times did you do any vigorous gardening or heavy 
work around the yard, which made you breathe harder or puff and pant? 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
ƑƑ times ƑƑ times 
4. What do you estimate was the total time that you spent doing vigorous 
gardening or heavy work around the yard in the last week? 
In hours and/or minutes 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
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The next questions exclude household chores, gardening or yard-work. Again, please 
think about times when you were NOT at work. If you have not participated in any of 
the following activities,  please enter ‘0’ in each box. 
5. In the last week, how many times did you do any vigorous physical activity 
which made you breathe harder or puff and pant? (e.g., jogging, cycling, aerobics, 
competitive tennis)  
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
ƑƑ times ƑƑ times 
6. What do you estimate was the total time that you spent doing this vigorous 
physical activity in the last week? 
In hours and/or minutes 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
7. In the last week, how many times did you do any other more moderate physical 
activities that you have not already mentioned? (e.g., gentle swimming, social 
tennis, golf) 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
ƑƑ times ƑƑ times 
8. What do you estimate was the total time that you spent doing these activities in 
the last week? 
In hours and/or minutes 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
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These next questions relate to what you did in your free time in the last week. They 
refer to time when you were SITTING and NOT DOING CHORES. Again, please think 
about times when you were NOT at work. If you have not participated in any of the 
following activities,  please enter ‘0’ in each box. 
9. What do you estimate is the total time that you spent watching TV, videos, 
or DVDs as your main activity at home in your free time IN THE LAST 
WEEK? Please do not include time when the TV was switched on and you 
were doing something else such as preparing a meal. 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
10.  What do you estimate is the total time that you spent playing electronic 
games (e.g., PlayStation, Nintendo, XBOX) at home in your free time IN 
THE LAST WEEK? 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
11. What do you estimate is the total time that you spent using the computer 
at home in your free time IN THE LAST WEEK? (NOT including use for work) 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
 
We are interested in the physical activity you have done in the last week when you 
were AT WORK. If you have not participated in any of the following activities,  please 
enter ‘0’ in each box. 
12. In the last week at work, what do you estimate was the total time that you 
spent doing moderate physical activities whilst at work? (e.g. household chores, 
gardening, medium paced walk) 
 In hours and/or minutes 
Ƒhours ƑƑ mins 
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13. What do you estimate is the total time that you spent watching TV, videos, or 
DVDs whilst at work IN THE LAST WEEK? 
In hours and/or minutes 
Ƒhours ƑƑ mins 
The questions below are about how much you agree/disagree with some beliefs 
about physical activity and health. Please circle your response. 
 
14a. Taking the stairs at work or generally being more active for at least 30 
minutes each day is enough to improve your health.  
Strongly 
disagree 
Disagree Neither agree 
nor disagree 
Agree Strongly agree 
 
14b. Half an hour of brisk walking on most days is enough to improve your health. 
Strongly 
disagree 
Disagree Neither agree 
nor disagree 
Agree Strongly agree 
 
14c. To improve your health it is essential for you to do vigorous exercise for at 
least 20 minutes each time, three times a week. 
Strongly 
disagree 
Disagree Neither agree 
nor disagree 
Agree Strongly agree 
 
14d. Exercise doesn’t have to be done all at one time – blocks of 10 minutes are 
okay. 
Strongly 
disagree 
Disagree Neither agree 
nor disagree 
Agree Strongly agree 
 
14e. Moderate exercise that increases your heart rate slightly can improve your 
health.  
Strongly 
disagree 
Disagree Neither agree 
nor disagree 
Agree Strongly agree 
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The questions below ask you to rate the importance of different behaviours. To 
indicate your response to each question, please tick the appropriate box. Answer 
questions 1-7 in relation to the adolescent child(ren) you care for in the Residential 
Unit. Answer questions 8-11 in relation to you. 
Please rate HOW IMPORTANT each of the following statements are to you. 
  Not at all 
important 
Somewhat 
important 
Important Very 
important 
Extremely 
important 
  (1) (2) (3) (4) (5) 
1.
 
The adolescent(s) takes part in 
sporting activities 
Ƒ Ƒ Ƒ Ƒ Ƒ 
2.
The adolescent(s) eats fruit 
and vegetables Ƒ Ƒ Ƒ Ƒ Ƒ 
3.
The adolescent(s) socialises 
with other children Ƒ Ƒ Ƒ Ƒ Ƒ 
4.
The adolescent(s) spends time 
doing outdoor activities Ƒ Ƒ Ƒ Ƒ Ƒ 
5.
The adolescent(s) spends time 
doing indoor activities Ƒ Ƒ Ƒ Ƒ Ƒ 
6.
The adolescent(s) spends time 
watching TV/DVDs Ƒ Ƒ Ƒ Ƒ Ƒ 
7.
The adolescent(s) spends time 
reading Ƒ Ƒ Ƒ Ƒ Ƒ 
8.
I am involved in sporting 
activities Ƒ Ƒ Ƒ Ƒ Ƒ 
9. I eat fruit and vegetables Ƒ Ƒ Ƒ Ƒ Ƒ 
10.
I spend time socialising with 
friends/other people Ƒ Ƒ Ƒ Ƒ Ƒ 
11.
I spend time watching 
TV/DVDs Ƒ Ƒ Ƒ Ƒ Ƒ 
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The questions below are about how encouraging/discouraging you are of different 
behaviours. To indicate your response to each question, please tick the 
appropriate box. Answer these questions in relation to the adolescent child/ren 
you care for in the Residential Unit. 
Please rate how ENCOURAGING or DISCOURAGING you are of the following 
activities: 
 
 Not at all 
encouraging 
Somewhat 
encouraging 
Encouraging Very 
encouraging 
Extremely 
encouraging 
 (1) (2) (3) (4) (5) 
I encourage the adolescent(s) to 
participate in physical activities Ƒ Ƒ Ƒ Ƒ Ƒ 
I encourage the adolescent(s) to 
eat fruit and vegetables Ƒ Ƒ Ƒ Ƒ Ƒ 
I encourage the adolescent(s) to 
watch TV Ƒ Ƒ Ƒ Ƒ Ƒ 
I encourage the adolescent(s) to 
read books Ƒ Ƒ Ƒ Ƒ Ƒ 
I encourage the adolescent(s) to 
engage in sedentary activities Ƒ Ƒ Ƒ Ƒ Ƒ 
 Not at all 
discouraging 
Somewhat 
discouraging 
Discouraging Very 
discouraging  
Extremely 
discouraging  
I discourage the adolescent(s) 
from eating energy-dense snack 
foods 
Ƒ Ƒ Ƒ Ƒ Ƒ 
I discourage the adolescent(s) 
from watching TV Ƒ Ƒ Ƒ Ƒ Ƒ 
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Please circle the appropriate number for each of the following statements. Answer 
each question with the adolescent(s) you care for in the Residential Unit in mind. 
 
1.    How many servings of saturated fats (i.e., 2-3 sweet biscuits, fun size chocolate bar, 1 
teaspoon of butter/margarine/mayonnaise, small pack of chips, 5-10 hot chips or 1 potato 
cake) do you believe is healthy for the adolescent(s) to eat per day? 
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
 
2.    How many servings of unsaturated fats (i.e., 10-15 nuts, a handful of seeds, 1 teaspoon of 
vegetable oil/polyunsaturated margarine, 1 tablespoon of avocado) do you believe is healthy 
for the adolescent(s) to eat per day?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
 
3.    How many take away meals (i.e., fish and chips, McDonalds, pizza, Indian, Chinese) do you 
believe is healthy for the adolescent(s) to eat per week?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
 
4.    How many servings of protein (i.e., one egg, 30 grams of meat, ½ cup of legumes) do you 
believe is healthy for the adolescent(s) to eat per day?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
 
5.    How many servings of vegetables (i.e., ½ cup of cooked vegetables or 1 cup of salad) do you 
believe is healthy for the adolescent(s) to eat per day?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
 
 
6.    How many servings of dairy (i.e., 1 individual tub of yoghurt, 250ml of milk) do you believe is 
healthy for the adolescent(s) to eat per day? 
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
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7.    How many servings of soft drink (i.e., a 365ml can) do you believe is healthy for the 
adolescent(s) to drink per day?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
 
8.    How many servings of lollies (i.e., a handful of jelly lollies, a lollypop) do you believe is 
healthy for the adolescent(s) to consume per week?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
 
9.    How many servings of fruit (i.e., 1medium piece (150g)) do you believe is healthy for the 
adolescent(s) to eat per day?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
 
10.   What do you believe is the recommended amount of moderate to vigorous 
physical activity     
         needed for adolescents to keep healthy, per day?   
  Ƒhours ƑƑ mins 
 
 
11.   What do you believe is the daily recommended amount of screen time (TV, 
video game,  
         computer use) for adolescents?   
  Ƒhours ƑƑ mins 
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Please read each statement and place a tick in the appropriate bracket to indicate 
how much the statement applied to you over the past week.  There are no right or 
wrong answers.  Please do not spend too much time on any statement. 
The rating scale is as follows: 
0  Did not apply to me at all 
1  Applied to me to some degree, or some of the time 
2  Applied to me to a considerable degree, or a good part of time 
3  Applied to me very much, or most of the time 
 
  0 1 2 3 
1. I found it hard to wind down (   ) (   ) (   ) (   ) 
2. I was aware of dryness of my mouth (   ) (   ) (   ) (   ) 
3. I couldn't seem to experience any positive feeling at all (   ) (   ) (   ) (   ) 
4. I experienced breathing difficulty (e.g., excessively rapid breathing, 
breathlessness in the absence of physical exertion) 
(   ) (   ) (   ) (   ) 
5. I found it difficult to work up the initiative to do things (   ) (   ) (   ) (   ) 
6. I tended to over-react to situations (   ) (   ) (   ) (   ) 
7. I experienced trembling (e.g., in the hands) (   ) (   ) (   ) (   ) 
8. I felt that I was using a lot of nervous energy (   ) (   ) (   ) (   ) 
9. I was worried about situations in which I might panic and make 
a fool of myself 
(   ) (   ) (   ) (   ) 
10. I felt that I had nothing to look forward to (   ) (   ) (   ) (   ) 
11. I found myself getting agitated (   ) (   ) (   ) (   ) 
12. I found it difficult to relax (   ) (   ) (   ) (   ) 
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  0 1 2 3 
13. I felt down-hearted and blue (   ) (   ) (   ) (   ) 
14. I was intolerant of anything that kept me from getting on with 
what I was doing 
(   ) (   ) (   ) (   ) 
15. I felt I was close to panic (   ) (   ) (   ) (   ) 
16. I was unable to become enthusiastic about anything (   ) (   ) (   ) (   ) 
17. I felt I wasn't worth much as a person (   ) (   ) (   ) (   ) 
18. I felt that I was rather touchy (   ) (   ) (   ) (   ) 
19. I was aware of the action of my heart in the absence of physical 
exertion (e.g., sense of heart rate increase, heart missing a beat) 
(   ) (   ) (   ) (   ) 
20. I felt scared without any good reason (   ) (   ) (   ) (   ) 
21. I felt that life was meaningless (   ) (   ) (   ) (   ) 
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The following questions ask how satisfied you feel, on a scale from zero to 10.  
Zero means you feel completely dissatisfied. 10 means you feel completely 
satisfied. And the middle of the scale is 5, which means you feel neutral, neither 
satisfied nor dissatisfied. Please mark an ‘X’ in the box below the number that best 
approximates your response. 
1. How satisfied are you with your job as a whole? 
 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                             
2. How satisfied are you with how much responsibility you have at work? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                             
3. How satisfied are you with how meaningful your work is? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                             
4. How satisfied are you with your independence at work? 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
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5. How satisfied are you that your work allows you to use your abilities and 
knowledge? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                            
6. How satisfied are you with the sense of achievement your work gives you? 
  
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                             
7. How satisfied are you with the content of your work? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
 
8. How satisfied are you with being valued as a person at work? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                          
9. How satisfied are you with the recognition you receive for good work?                                        
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
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10. How satisfied are you with your level of influence at work? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                         
11. How satisfied are you with your pay at work? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                         
12. How satisfied are you with your job security? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                         
13. How satisfied are you with the convenience of your work hours? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                         
14. How satisfied are you with your working conditions? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
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15. How satisfied are you with your supervisors at work? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                           
16. How satisfied are you with your co-workers? 
 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
           
                                                                                                                                                                                           
17. How satisfied are you with your promotional opportunities at work? 
Completely 
Dissatisfied 
                       
Neutral 
  Completely 
Satisfied 
0 1 2 3 4 5 6 7 8 9 10 
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The following items refer to your present occupation. For each of the following 
statements, please indicate whether you strongly agree, agree, disagree or 
strongly disagree by circling the corresponding number. Thank you for answering 
all statements! 
 Strongly 
Agree 
Agree 
 
Disagree 
 
Strongly 
Disagree 
1. I have constant time pressure due to a heavy work load 1 2 3 4 
2. I have many interruptions and disturbances while performing my 
Job 
1 2 3 4 
3. Over the past few years, my job has become more and more        
demanding                                                                     
1 2 3 4 
4. I receive the respect I deserve from my superior or a respective 
relevant person 
1 2 3 4 
5. My job promotion prospects are poor 1 2 3 4 
6. I have experienced or I expect to experience an undesirable change 
in my work situation 
1 2 3 4 
7. My job security is poor 1 2 3 4 
8. Considering all my efforts and achievements, I receive the 
respect and prestige I deserve at work 
1 2 3 4 
9. Considering all my efforts and achievements, my job promotion 
prospects are adequate 
1 2 3 4 
10. Considering all my efforts and achievements, my salary/income  is 
adequate 
1 2 3 4 
11. I get easily overwhelmed by time pressures at work 1 2 3 4 
12. As soon as I get up in the morning I start thinking about work 
problems 
1 2 3 4 
13. When I get home, I can easily relax and ‘switch off’ work  1 2 3 4 
14. People close to me say I sacrifice too much for my job 1 2 3 4 
15. Work rarely lets me go, it is still on my mind when I go to bed 1 2 3 4 
16. If I postpone something that I was supposed to do today I’ll have 
trouble sleeping at night 
1 2 3 4 
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Using the scale below, please indicate for each of the following statements to 
what degree they presently correspond to one of the reasons for which you are 
doing this specific job. Place a tick in the appropriate bracket.  
 
 
 Exactly 
 
Very 
Strongly 
Strongly 
 
Moderately  A 
little 
Very little 
 
Not at all 
1. Because I enjoy 
this work very much (  ) (  ) (  ) (  ) (  ) (  ) (  ) 
2. Because I have 
fun doing my job (  ) (  ) (  ) (  ) (  ) (  ) (  ) 
3. For the moments 
of pleasure that this 
job brings me 
(  ) (  ) (  ) (  ) (  ) (  ) (  ) 
4. I chose this job 
because it allows 
me to reach my life 
goals 
(  ) (  ) (  ) (  ) (  ) (  ) (  ) 
5. Because this job 
fulfils my career 
plans 
(  ) (  ) (  ) (  ) (  ) (  ) (  ) 
6. Because this job 
fits my personal 
values 
(  ) (  ) (  ) (  ) (  ) (  ) (  ) 
7. Because I have to 
be the best in my 
job, I have to be a 
‘winner’ 
(  ) (  ) (  ) (  ) (  ) (  ) (  ) 
8. Because my work 
is my life and I don’t 
want to fail 
(  ) (  ) (  ) (  ) (  ) (  ) (  ) 
9. Because my 
reputation depends 
on it 
(  ) (  ) (  ) (  ) (  ) (  ) (  ) 
10. Because this job 
affords me a certain 
standard of living 
(  ) (  ) (  ) (  ) (  ) (  ) (  ) 
11. Because it 
allows me to make a 
lot of money 
(  ) (  ) (  ) (  ) (  ) (  ) (  ) 
12. I do this job for 
the pay-check (  ) (  ) (  ) (  ) (  ) (  ) (  ) 
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The next set of questions relate to the work environment in your present 
occupation. 
 
1. a) On a scale of 0-10 please rate how healthy you feel your current residential 
unit is in terms of foods offered and prepared for adolescents living there. 
(Please circle one number on the scale below) 
Not at all 
Healthy 
         Extremely 
Healthy 
 
0 1 2 3 4 5 6 7 8 9 10 
 
b) On a scale of 0-10 please rate how conscious you are of offering and preparing 
healthy foods for adolescents living there. 
(Please circle one number on the scale below) 
Not at all 
Conscious 
         Extremely 
Conscious 
 
0 1 2 3 4 5 6 7 8 9 10 
 
2. a) On a scale of 0-10 please rate how healthy you feel your current residential 
unit is in terms of providing opportunities for exercise/physical activity to 
adolescents. 
(Please circle one number on the scale below) 
Not at all 
Healthy 
         Extremely 
Healthy 
 
0 1 2 3 4 5 6 7 8 9 10 
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b). On a scale of 0-10 please rate how conscious you are of providing opportunities 
for exercise/physical activity to adolescents.  
(Please circle one number on the scale below) 
Not at all 
Conscious 
         Extremely 
Conscious 
 
0 1 2 3 4 5 6 7 8 9 10 
 
3. If you were to make any changes within the residential unit you work in, in 
terms of improving diet/physical activity outcomes for adolescents, what 
resources would you need to do this? 
…………………………………………………………………………………………………………………………… 
……………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………… 
 
4. If you were to make any changes within the residential unit you work in, in 
terms of improving diet/physical activity outcomes for adolescents, are there any 
barriers which would make these changes difficult to implement? 
…………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………… 
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The next set of questions relate to the frequency with which you offer particular 
beverages/foods AT MEAL TIMES (breakfast, lunch, dinner, snacks) to the 
adolescent child(ren) you are caring for. 
1. How frequently do you offer, Fruit Juice at meal times and/or during the day:   
  
 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
 Once per day  
 2 or more times per day 
2. How frequently do you offer, Cordial at meal times and/or during the day:     
 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
 Once per day  
 2 or more times per day 
3. How frequently do you offer, Soft drink at meal times and/or during the day:       
 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
 Once per day  
 2 or more times per day 
4. How frequently do you offer, Plain milk at meal times and/or during the day: 
 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
 Once per day  
 2 or more times per day 
5. How frequently do you offer, Flavoured Milk at meal times and/or during the 
day: 
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 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
 Once per day  
 2 or more times per day       
6. How frequently do you offer, Energy Drinks (i.e. Red Bull, V etc) at meal times 
and/or during the day: 
 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
 Once per day  
 2 or more times per day 
 
7. How frequently do you offer, Water at meal times and/or during the day: 
 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
 Once per day  
 2 or more times per day 
8. How frequently do you offer, Packaged snacks (chips, cheezels, muesli bar) 
during the day:
 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
 Once per day  
 2 or more times per day 
9. How frequently do you offer, Confectionery and/or chocolate during the day:  
 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
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 Once per day  
 2 or more times per day 
10. How frequently do you offer, Cake/ doughnuts, sweet biscuits and muffins at 
meal times and/or during the day:  
 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
 Once per day  
 2 or more times per day 
 
11. How frequently do you offer, Vegetables (cooked & raw vegetables) at meal 
times and/or during the day:  
 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
 Once per day  
 2 or more times per day 
12. How frequently do you offer, Fruit (fresh, dried and tinned) at meal times 
and/or during the day: 
 Never 
 Once per week  
 2 – 4 times per week   
 5 – 6 times per week   
 Once per day  
 2 or more times per day 
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Here are some statements that describe young people’s behaviour and feelings. For 
each statement, please circle the number that best describes the young person in the 
last 4 to 6 months. Please complete one set of statements for each individual young 
person living in your residential unit, i.e. if you have 2 young people in your unit, 
complete the questions for young person 1 and young person 2. Please record the 
name or initials of the young person you are responding about.  Please do not 
check your answers with the young person, as this may cause distress or 
embarrassment. 
 
Young person 1  Name: 
 
Circle 0 if the statement is not true for the young person in the last 4 to 6 months. 
Circle 1 if the statement is partly true for the young person in the last 4 to 6 months. 
Circle 2 if the statement is mostly true for the young person in the last 4 to 6 
months. 
 
0 1 2  Eats secretly (e.g. in the middle of the night) 
0 1 2  Eats too much 
0 1 2  Gorges food 
0 1 2  Hides or stores food 
0 1 2  Steals food 
 
Circle 0 if the behaviour did not occur in the last 4 to 6 months. 
Circle 1 if the behaviour occurred once in the last 4 to 6 months. 
Circle 2 if the behaviour occurred more than once in the last 4 to 6 months. 
 
0 1 2  Dramatic changes in eating (e.g. dieting then over-eating) 
0 1 2  Has eating binges (bouts of excessive eating) 
 
Young person 2  Name: 
 
Circle 0 if the statement is not true for the young person in the last 4 to 6 months. 
Circle 1 if the statement is partly true for the young person in the last 4 to 6 months. 
Circle 2 if the statement is mostly true for the young person in the last 4 to 6 
months. 
 
0 1 2  Eats secretly (e.g. in the middle of the night) 
0 1 2  Eats too much 
0 1 2  Gorges food 
0 1 2  Hides or stores food 
0 1 2  Steals food 
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Circle 0 if the behaviour did not occur in the last 4 to 6 months. 
Circle 1 if the behaviour occurred once in the last 4 to 6 months. 
Circle 2 if the behaviour occurred more than once in the last 4 to 6 months. 
 
0 1 2  Dramatic changes in eating (e.g. dieting then over-eating) 
0 1 2  Has eating binges (bouts of excessive eating) 
 
Young person 3  Name: 
 
Circle 0 if the statement is not true for the young person in the last 4 to 6 months. 
Circle 1 if the statement is partly true for the young person in the last 4 to 6 months. 
Circle 2 if the statement is mostly true for the young person in the last 4 to 6 
months. 
 
0 1 2  Eats secretly (e.g. in the middle of the night) 
0 1 2  Eats too much 
0 1 2  Gorges food 
0 1 2  Hides or stores food 
0 1 2  Steals food 
 
Circle 0 if the behaviour did not occur in the last 4 to 6 months. 
Circle 1 if the behaviour occurred once in the last 4 to 6 months. 
Circle 2 if the behaviour occurred more than once in the last 4 to 6 months. 
 
0 1 2  Dramatic changes in eating (e.g. dieting then over-eating) 
0 1 2  Has eating binges (bouts of excessive eating) 
 
Young person 4  Name: 
 
Circle 0 if the statement is not true for the young person in the last 4 to 6 months. 
Circle 1 if the statement is partly true for the young person in the last 4 to 6 months. 
Circle 2 if the statement is mostly true for the young person in the last 4 to 6 
months. 
 
0 1 2  Eats secretly (e.g. in the middle of the night) 
0 1 2  Eats too much 
0 1 2  Gorges food 
0 1 2  Hides or stores food 
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0 1 2  Steals food 
 
Circle 0 if the behaviour did not occur in the last 4 to 6 months. 
Circle 1 if the behaviour occurred once in the last 4 to 6 months. 
Circle 2 if the behaviour occurred more than once in the last 4 to 6 months. 
 
0 1 2  Dramatic changes in eating (e.g. dieting then over-eating) 
0 1 2  Has eating binges (bouts of excessive eating) 
 
 
Thank you for completing our questionnaires. 
Please ensure that you have answered all 
questions on all pages. 
Thank you for your participation! 
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The following questions will provide us with information regarding your background. 
This information will remain strictly confidential.  
Please write down the date you are filling in this questionnaire below. To indicate 
your response to each question, please circle the appropriate responses, or write your 
responses in the space provided. 
 
Today’s date: ……/……/……    
 
1.  Your current age:    _______ years 
2.  Your date of birth (dd/mm/yyyy): _____/_______/_________ 
3.  Your gender:    
(1) Male   (2) Female 
4.  How long have you been living in Residential care: 
ƑƑ months 
5.  Are you an Aboriginal or Torres Strait Islander?      
  (1) Yes  (2) No 
6.  Location of your birth:     
 (1) Australia                    (2) New Zealand       (3) United Kingdom 
 (4) Europe     (5) North America      (6) South America 
 (7) Africa      (8) Middle East             (9) Asia  
 (10) Pacific Islands    (11) Other (please specify): ............................... 
7.  Please indicate what year level you are currently in at School, i.e. year 9.  
............................................................................................... 
8.  a) How often do you smoke tobacco: If you answer ‘not at all’ please move to 8. d) 
(1) Not at all  (2) Less than weekly   (3) At least weekly    
(4) Daily 
b) If daily, how many cigarettes did you normally smoke per 
day?  ..................................... 
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c) What, if anything, do you hope to change about your smoking?
(1)  Nothing (2) Cut down, rather than quit (3) Cut down, then quit
(4) Quit “cold turkey” (with or without quitting medication) (5) Not sure 
       (6) Other (please describe):........................................................................................... 
d. How much do you think someone would benefit from health and other gains if they 
were to quit smoking for good in the next 6 months? 
(1) Not at all  (2) Slightly (3) Moderately  (4) Very much   
(5) Extremely 
9.   (a) Do you drink alcohol?     (Please circle one)  
(1) Yes  (2) No    
If no, please move to question 10.  
(b) If, yes, do you drink daily?     (Please circle one)   
(1) Yes  (2) No    
(c) If, daily drinking, how many drinks do you consume per day?   
(1) one  (2) two   (3) three  (4) four  (5) five  or more 
(d) If, weekly drinking how many drinks do you consume per week?   
(1) one  (2) two   (3) three  (4) four    
(5) five   (6) six   (7)seven (8) eight or more 
10. Over the past week how many cups of coffee have you consumed a day? (Please 
circle one). 
 (1) none (2) one   (3) two     (4) three   (5) four or more  
11. Have you ever been diagnosed with any of the following psychiatric or 
psychological conditions? (Please circle all that apply) 
(1) No previous psychiatric history   (6) Eating Disorder 
(2) Minor Depression 
(3) Major Depression  
(4) Bipolar Disorder 
(5) Anxiety Disorder 
(7) Substance or Alcohol related    
Disorder 
(8) Schizophrenia 
(9) Other (please specify): ……………. 
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Please read each statement below and circle the number on the scale which best fits 
your current priorities.  
 
1. a) How important is it for you to manage your diet and to be healthy given everything 
else going on in your life right now? 
(Please circle one number on the importance scale below) 
Not at all 
Important 
         Extremely 
Important 
 
0 1 2 3 4 5 6 7 8 9 10 
 
b) How important is it for you to manage your exercise/physical activity to be healthy 
given everything else going on in your life right now? 
(Please circle one number on the importance scale below) 
Not at all 
Important 
         Extremely 
Important 
 
0 1 2 3 4 5 6 7 8 9 10 
 
2. a) How confident are you that you can make some lasting changes to manage your 
diet to be healthy given everything else going on in your life right now?  
(Please circle one number on the confidence scale below) 
Not at all 
Confident 
         Extremely 
Confident 
 
0 1 2 3 4 5 6 7 8 9 10 
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b) How confident are you that you can make some lasting changes to manage your 
exercise/physical activity to be healthy given everything else going on in your life right 
now?  
(Please circle one number on the confidence scale below) 
 
Not at all 
Confident 
         Extremely 
Confident 
 
0 1 2 3 4 5 6 7 8 9 10 
 
3. a) How ready are you right now to take some action to manage your diet to be 
healthy given everything else going on in your life right now? 
(Please circle one number on the readiness scale below) 
 
Not at all  
Ready 
         Extremely 
Ready 
 
0 1 2 3 4 5 6 7 8 9 10 
 
b) How ready are you right now to take some action to manage your exercise/physical 
activity habits to be healthy given everything else going on in your life right now? 
(Please circle one number on the readiness scale below) 
 
Not at all  
Ready 
         Extremely 
Ready 
 
0 1 2 3 4 5 6 7 8 9 10 
 
4. a) On a scale of 0-10 please rate how healthy you feel your dietary habits are. 
(Please circle one number on the scale below) 
Not at all 
Healthy 
         Extremely 
Healthy 
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0 1 2 3 4 5 6 7 8 9 10 
 
b) On a scale of 0-10 please rate how healthy you feel your current exercise/physical 
activity habits are. 
(Please circle one number on the scale below) 
Not at all 
Healthy 
         Extremely 
Healthy 
 
0 1 2 3 4 5 6 7 8 9 10 
 
The following questions must be answered in relation to the carer’s who look after 
you. Please read each statement below and circle the number on the scale which best 
fits your response.  
 
5. To what extent do your carers do the following: 
a) Talk about what foods are healthy and why it’s important to eat the right foods 
 
Never          Everyday 
 
0 1 2 3 4 5 6 7 8 9 10 
 
b) Encourage you to eat healthy and nutritious foods 
 
Never          Everyday 
 
0 1 2 3 4 5 6 7 8 9 10 
 
c) Provide healthy food options (in the fridge or pantry and at meal times) 
 
Never          Everyday 
 
0 1 2 3 4 5 6 7 8 9 10 
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d) Talk about physical activity and why it is good for you 
 
Never          Everyday 
 
0 1 2 3 4 5 6 7 8 9 10 
 
e) Encourage you to be physically active (i.e. go for walk, play a sport) 
 
Never          Everyday 
 
0 1 2 3 4 5 6 7 8 9 10 
 
f) Provide opportunities for you to be physically active (i.e. drive you to a sports game) 
 
Never          Everyday 
 
0 1 2 3 4 5 6 7 8 9 10 
 
 g) Encourage you to do sedentary activities (i.e. watch TV) 
 
Never          Everyday 
 
0 1 2 3 4 5 6 7 8 9 10 
 
h) Provide opportunities for you to do sedentary activities (i.e. play video games) 
 
Never          Everyday 
 
0 1 2 3 4 5 6 7 8 9 10 
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The following questions must be answered in relation to your own behaviour. Please 
circle what day it was yesterday. To indicate your response to each question, please 
tick the appropriate box, or write your responses in the space provided. 
 
Please circle what day it was yesterday:  Mon  Tue   Wed   Thur   Fri   Sat    Sun  
  
 
1. Yesterday, how long did you watch TV/videos/DVD or play computer- or video-
games at home (or a friend’s or relative’s home)?  
 
Morning    _______hrs ______mins     Don’t know  
Afternoon     _______hrs ______mins      Don’t know  
Evening (after 6pm)    _______hrs ______mins      Don’t know  
 
2. Last week, how many times did you go to a playground, park, swimming pool, or 
other place for physical activity?   
 
______ times last week   
 
3. What do you usually do when you have a choice about how to spend free time?  
(Please tick one response) 
 
 Usually choose inactive pastimes (i.e. TV, computer, drawing or reading)  
 Just as likely to choose inactive as active pastimes  
 Usually choose active pastimes (i.e. outdoor play, dancing, sports)  
 
4a. Yesterday, how many servings of the following beverages did you drink? (Please 
refer to serving size guide for examples) 
 
Fruit juice Cordial or  Water   Plain milk   Flavoured 
milk 
  Soft drink 
 none    none   none    none       none 
 1    1    1    1     1 
 2    2    2    2     2 
 3    3    3    3     3 
 4    4    4    4     4 
 5    5    5    5     5 
 6 or more   6 or more   6 or more   6 or more    6 or more 
 Don’t know   Don’t know   Don’t know   Don’t know    Don’t know 
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4b. Do you usually dilute any of these beverages when you drink them?  
 
Fruit juice Cordial or  Water   Plain milk   Flavoured 
milk 
  Soft drink 
 yes     yes     n/a    yes     yes 
 no     no        no     no 
 
5. Yesterday, how many servings of the following foods did you have? (Please refer to 
serving size guide for examples)  
 
                                     
 
6.  How many serves of vegetables do you usually eat each day? (“a serve” = ½ cup 
cooked vegetables, or 1 cup salad vegetables)  
  
   ________ serves each day  
  
7.  How often do you eat takeaway or fast-food? (e.g. Hot chips, hamburgers, chicken 
nuggets, sausage rolls, hot dogs, pizza)  
 
   Less than once per month 
   1 – 3 times per month   
   Once per week  
   2 – 4 times per week   
   5 – 6 times per week   
   Once per day  
   2 or more times per day 
 Vegetables 
(cooked & raw 
veg and baked 
beans)   
Packaged 
snacks (chips, 
cheezels, 
muesli bar)  
Fruit  (fresh, 
dried and 
tinned)  
Confectionery 
and/or 
chocolate  
Cake/ 
doughnuts, 
sweet biscuits 
and muffins  
One    
Sample 
Serve = 
½ cup cooked 
vegetables  or 
baked beans or 
1 cup salad   
30g pkt chips, 
one fruit strap 
or 1 muesli bar 
1 apple or 
banana or 1 cup 
grapes or 1 ½ 
tbsp sultanas 
½ regular 
chocolate bar or 
a small handful 
of lollies  
1 small slice 
cake, 1 iced 
doughnut or 4 
plain sweet 
biscuits 
  None  None  None  None  None 
  1/2    1/2    1/2    1/2    1/2   
  1    1    1    1    1   
  2  2  2  2  2 
  3    3    3    3    3   
  4  4  4  4  4 
  5 or more   5 or more   5 or more   5 or more   5 or more   
  Don’t know  Don’t know  Don’t know  Don’t know  Don’t know 
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The following questions must be answered in relation to your own behaviour. 
Physical activity is any activity that increases your heart rate and makes you get out 
of breath some of the time. Physical activity can be done in sports, playing with 
friends, or walking to school. Some examples of physical activity are running, brisk 
walking, rollerblading, biking, dancing, skateboarding, swimming, soccer, basketball, 
football, and surfing. 
Please add up all the time you spend in physical activity each day (don’t include 
physical education or gym class).  
Please circle the appropriate responses.  
1. Over the past 7 days, on how many days were you physically active for a total of 
at least 60 min per day?  
Ƒ Ƒ Ƒ Ƒ Ƒ Ƒ Ƒ Ƒ 
0 days 1 2 3 4 5 6 7 
 
2. Over a typical or usual week, on how many days are you physically active for a 
total of at least 60 min per day? 
Ƒ Ƒ Ƒ Ƒ Ƒ Ƒ Ƒ Ƒ 
0 days 1 2 3 4 5 6 7 
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Please read each statement and place a tick in the appropriate bracket to indicate 
how much the statement applied to you over the past week.  There are no right or 
wrong answers.  Please do not spend too much time on any statement. 
The rating scale is as follows: 
0  Did not apply to me at all 
1  Applied to me to some degree, or some of the time 
2  Applied to me to a considerable degree, or a good part of time 
3  Applied to me very much, or most of the time 
 
  0 1 2 3 
1. I found it hard to wind down (   ) (   ) (   ) (   ) 
2. I was aware of dryness of my mouth (   ) (   ) (   ) (   ) 
3. I couldn't seem to experience any positive feeling at all (   ) (   ) (   ) (   ) 
4. I experienced breathing difficulty (e.g., excessively rapid breathing, 
breathlessness in the absence of physical exertion) 
(   ) (   ) (   ) (   ) 
5. I found it difficult to work up the initiative to do things (   ) (   ) (   ) (   ) 
6. I tended to over-react to situations (   ) (   ) (   ) (   ) 
7. I experienced trembling (e.g., in the hands) (   ) (   ) (   ) (   ) 
8. I felt that I was using a lot of nervous energy (   ) (   ) (   ) (   ) 
9. I was worried about situations in which I might panic and make 
a fool of myself 
(   ) (   ) (   ) (   ) 
10. I felt that I had nothing to look forward to (   ) (   ) (   ) (   ) 
11. I found myself getting agitated (   ) (   ) (   ) (   ) 
12. I found it difficult to relax (   ) (   ) (   ) (   ) 
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     0   1   2     3 
13. I felt down-hearted and blue (   ) (   ) (   ) (   ) 
14. I was intolerant of anything that kept me from getting on with 
what I was doing 
(   ) (   ) (   ) (   ) 
15. I felt I was close to panic (   ) (   ) (   ) (   ) 
16. I was unable to become enthusiastic about anything (   ) (   ) (   ) (   ) 
17. I felt I wasn't worth much as a person (   ) (   ) (   ) (   ) 
18. I felt that I was rather touchy (   ) (   ) (   ) (   ) 
19. I was aware of the action of my heart in the absence of physical 
exertion (e.g., sense of heart rate increase, heart missing a beat) 
(   ) (   ) (   ) (   ) 
20. I felt scared without any good reason (   ) (   ) (   ) (   ) 
21. I felt that life was meaningless (   ) (   ) (   ) (   ) 
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Please tick ONE set of brackets to indicate how much you agree/disagree with each 
statement in relation to how you have felt over the past month. 
 
 
 Very 
Unhappy (1) 
A Bit 
Unhappy 
(2) 
Neutral 
(3) 
A Bit 
Happy 
(4) 
Very Happy 
(5) 
1. How satisfied are you 
with your weight/shape? 
 (   )  (   ) (   )  (   )  (   ) 
2. How satisfied are you 
with your muscles? 
 (   )  (   ) (   )  (   )  (   ) 
3. How do you feel about 
your lower body? (e.g  
thighs, legs) 
 (   )  (   ) (   )  (   )  (   ) 
4. How do you feel about 
your middle body? (e.g. 
waist, stomach) 
 (   )  (   )  (   )  (   )  (   ) 
5. How do you feel about 
your upper body? (e.g. 
chest, arms) 
 (   )  (   )  (   )  (   )  (   ) 
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The next section asks a few questions about how happy you feel, using a scale from 
zero to 10. On this scale, zero means you feel VERY SAD, 10 means you feel VERY 
HAPPY and the middle of the scale is 5, which means you feel neither HAPPY nor SAD. 
Please read each question and place a tick in the appropriate box to indicate how 
much the statement applies to you. 
1. How happy are you about the things that you have? Like the money you have 
and the things you own? 
 
 
2. How happy are you with your health? 
 
 
3. How happy are you with the things that you want to be good at? 
 
 
4. How happy are you about getting on with the people you know? 
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5. How happy are you with how safe you feel? 
 
 
6. How happy are you about doing things away from your residential unit? 
 
 
7. How happy are you about what may happen to you later on in your life? 
 
8. How happy are you with your life as a whole? 
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Below is a list of statements dealing with your general feelings about yourself. Place a 
tick in the appropriate bracket according to how much you agree with each 
statement. 
 
 Strongly     
Disagree  
Disagree   
 
Agree  
 
Strongly 
Agree         
1. On the whole I am satisfied with myself. (   ) (   ) (   ) (   ) 
2. At times I think I am no good at all.  (   ) (   ) (   ) (   ) 
3. I feel that I have a number of good qualities.  (   ) (   ) (   ) (   ) 
4. I am able to do things as well as most other     
people.  
(   ) (   ) (   ) (   ) 
5. I feel I do not have much to be proud of. (   ) (   ) (   ) (   ) 
6. I certainly feel useless at times. (   ) (   ) (   ) (   ) 
7. I feel I am a person of worth, at least on an 
equal plane with others. 
(   ) (   ) (   ) (   ) 
8. I wish I could have more respect for myself.  (   ) (   ) (   ) (   ) 
9. All in all I am inclined to think I am a failure.  (   ) (   ) (   ) (   ) 
10. I take a positive attitude toward myself.  (   ) (   ) (   ) (   ) 
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Below is a list of statements dealing with your beliefs about food. Circle the number 
which corresponds to your response.   
 
 
 
 
 
1.    How many servings of saturated fats (i.e., 2-3 sweet biscuits, fun size chocolate bar, a 
teaspoon of butter/margarine/mayo, small pack of chips, 5-10 hot chips, one potato cake) do you 
believe is healthy for you to eat per day? 
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
2.    How many servings of unsaturated fats (i.e., 10-15 nuts, a handful of seeds, teaspoon of 
vegetable oil/polyunsaturated margarine, tablespoon of avocado) do you believe is healthy for 
you to eat per day?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
3.    How many take away meals (i.e., fish and chips, McDonald burger meals, pizza, Indian, 
Chinese) do you believe is healthy for you to eat per week?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
4.    How many servings of protein (i.e., one egg, 30 grams of meat, ½ cup of legumes) do you 
believe is healthy for you to eat per day?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
5.    How many servings of vegetables (i.e., ½ cup of vegetables or 1 cup of salad) do you believe 
is healthy for you to drink per day?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
6.    How many servings of dairy (i.e., 1 individual tub of yoghurt, 250ml of milk) do you believe is 
healthy for you to eat per day?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
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10. What do you believe is the recommended amount of moderate to vigorous physical 
activity needed to keep you healthy, per day?  Ƒhours ƑƑ mins 
 
 
11. What do you believe is the daily recommended amount of screen time (TV, video 
game, computer use) for people of your age?  Ƒhours ƑƑ mins 
 
  
 
 
 
7.    How many servings of soft drink (i.e., a 365ml can) do you believe is healthy for you to 
consume per day?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
8.    How many servings of lollies (i.e., a handful of jelly lollies, a lollypop) do you believe is 
healthy for you to consume per week?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
9.    How many servings of fruit (i.e., ½ cup fruit juice or 1medium piece (150g) do you believe is 
healthy for you to eat per day?   
        0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 or more 
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The next questions are about any physical activities you may have done in the last week. 
If you have not participated in any of the following activities,  please enter ‘0’                                           
in each box. 
1. IN THE LAST WEEK how many times have you walked continuously, for at least 
10 minutes, for recreation/exercise or to get to or from places? 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
ƑƑ times ƑƑ times 
2. What do you estimate was the total time that you spent walking in this way 
IN THE LAST WEEK? 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
3. IN THE LAST WEEK, how many times did you do any vigorous physical activity 
which made you breathe harder or puff and pant? (e.g., jogging, cycling, 
aerobics, competitive tennis) 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
ƑƑ times ƑƑ times 
4. What do you estimate was the total time that you spent doing this vigorous 
physical activity IN THE LAST WEEK? 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
5. IN THE LAST WEEK how many times did you do any other more moderate 
physical activity that you have not already mentioned? (e.g. gentle swimming, 
social tennis, golf etc). 
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WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
ƑƑ times ƑƑ times 
6. What do you estimate was the total time that you spent doing this more 
moderate physical activity IN THE LAST WEEK? 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
 
The next questions relate to what you did in your FREE TIME in THE LAST WEEK.  These 
questions are about the time when you were SITTING. 
7. What do you estimate is the total time that you spent watching TV, videos, or 
DVDs as your main activity IN THE LAST WEEK? Please do not include time 
when the TV was switched on and you were doing something else such as 
preparing a meal. 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
8.  What do you estimate is the total time that you spent playing electronic 
games (e.g., PlayStation, Nintendo, XBOX) IN THE LAST WEEK? 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
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9. What do you estimate is the total time that you spent using the computer at 
home in your free time IN THE LAST WEEK? (NOT including use for school 
work) 
WEEKDAYS (Monday-Friday) WEEKEND (Saturday-Sunday) 
Ƒhours ƑƑ mins Ƒhours ƑƑ mins 
 
The questions below are about how much you agree/disagree with some beliefs about 
physical activity and health. Please circle your response. 
10a. Generally being more active for at least 30 minutes each day is enough to 
improve your health. 
Strongly 
disagree 
Disagree Neither agree 
nor disagree 
Agree Strongly agree 
10b. Half an hour of brisk walking on most days is enough to improve your health. 
Strongly 
disagree 
Disagree Neither agree 
nor disagree 
Agree Strongly agree 
10c. To improve your health it is essential for you to do vigorous exercise for at least 
20 minutes each time, three times a week. 
Strongly 
disagree 
Disagree Neither agree 
nor disagree 
Agree Strongly agree 
10d. Exercise doesn’t have to be done all at one time – blocks of 10 minutes are okay. 
Strongly 
disagree 
Disagree Neither agree 
nor disagree 
Agree Strongly agree 
10e. Moderate exercise that increases your heart rate slightly can improve your 
health. 
Strongly Disagree Neither agree Agree Strongly agree 
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disagree nor disagree 
 
 
Thank you for completing our questionnaires. Please 
ensure that you have answered all questions on all 
pages. 
 
Thank you for your participation! 
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